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SENATE—Saturday, August 13, 1994

The Senate met at 9:30 a.m., on the
expiration of the recess, and was called
to order by the Honorable BYRON L.
DORGAN, a Senator from the State of
North Dakota.

PRAYER

The Chaplain, the Reverend Richard
C. Halverson, D.D., offered the follow-
ing prayer:

Let us pray:

Baruch Hashem. Blessed be the Name
of the Lord.

God of Abraham, Isaac, and Israel, on
this Sabbath morning give us ears to
hear, minds to understand, and wills to
obey the foundation of all teaching in
the Torah.

Hear, O Israel: The Lord our God is one
Lord: And thou shalt love the Lord thy
God with all thine heart, and with all thy
soul, and with all thy might. And these
words, which I command thee this day,
shall be in thine heart: And thou shalt
teach them diligently unto thy children,
and shalt talk of them when thou sittest
in thine house, and when thou walkest by
the way, and when thou liest down, and
when thou risest up. And thou shalt bind
them for a sign upon thine hand, and
they shall be as frontlets between thine
eyes. And thou shalt write them upon the
posts of thy house, and on thy gates.—
"Deuteronomy 6:4-9.

Baruch Hashem. Blessed be the Name
of the Lord. Amen.

APPOINTMENT OF ACTING
PRESIDENT PRO TEMPORE

The PRESIDING OFFICER. The
clerk will please read a communication
to the Senate from the President pro
tempore [Mr. BYRD].

The assistant legislative clerk read
the following letter:

U.S. SENATE,
PRESIDENT PRO TEMPORE,
Washington, DC, August 13, 1994.
To the Senate:

Under the provisions of rule I, section 3, of
the Standing Rules of the Senate, I hereby
appoint the Honorable BYRON L. DORGAN, a
Senator from the State of North Dakota, to
perform the duties of the Chair.

ROBERT C, BYRD,
President pro tempore,

Mr. DORGAN thereupon assumed the
chair as Acting President pro tempore.

RESERVATION OF LEADER TIME

The ACTING PRESIDENT pro tem-
pore. Under the previous order, the
leadership time is reserved.

(Legislative day of Thursday, August 11, 1994)

MORNING BUSINESS

The ACTING PRESIDENT pro tem-
pore. Under the previous order, there
will now be a period for the transaction
of morning business not to extend be-
yond the hour of 10 a.m., with Senators
permitted to speak therein, with the
time to be controlled by the Repub-
lican leader.

Mr. KENNEDY addressed the Chair.

The ACTING PRESIDENT pro tem-
pore. The Senator from Massachusetts.

ORDER OF PROCEDURE

Mr. KENNEDY. Mr. President, I un-
derstand that between now and 10
o’clock, there is time for morning busi-
ness, and then at 10 o’clock, we return
to the agreement that was outlined by
the majority leader and agreed to,
where we will have divided time during
the course of the morning to address
the health care issue; am I correct?

The ACTING PRESIDENT pro tem-
pore. The Senator is correct.

Mr. KENNEDY. I suggest the absence
of a quorum.

The ACTING PRESIDENT pro tem-
pore. The clerk will call the roll.

The assistant legislative clerk pro-
ceeded to call the roll.

Mr. DOLE. Mr. President, I ask unan-
imous consent that the order for the
quorum call be rescinded.

The ACTING PRESIDENT pro tem-
pore. Without objection, it is so or-
dered.

TRIBUTE TO BOB WIKLUND

Mr. DOLE. Mr. President, I have been
on the floor several times recently to
recognize members of my staff who
were moving on to new jobs. Some-
times they were going to a new posi-
tion on the Hill.

Sometimes they were headed to K
Street to work in the private sector, or
elsewhere on the east coast to return
to school. I even had a staffer recently
who moved all the way to Colorado.
But I think Bob Wiklund, a loyal mem-
ber of my staff for 4 years, takes the
record as he prepares to move to
Belarus in the former Soviet Union.

A native of Lawrence, KS, Bob began
his work in my office as an intern. He
did not say too much at first, but he
sure turned out a lot of work. He
stepped into the duties of a legislative
correspondent for foreign policy and
defense, and he did so well that I de-
cided to hire him for that job when his
internship was over and we could not

get him to do it for free anymore. Hir-
ing Bob turned out to be a smart move.
As our resident Russian speaker, he
was very helpful during visits to my of-
fice by Mikhail Gorbachev and Boris
Yeltsin. And when President Yeltsin
accepted an invitation to visit my
home State of Kansas, Bob was invalu-
able in translating letters, helping co-
ordinate details, and acting as a liaison
between my office and the Russian del-
egation.

After 2 years as a legislative cor-
respondent, Bob began studying for his
master's degree in international eco-
nomics at the Johns Hopkins School
for Advanced International Studies,
but he continued to work in my office
part time. This spring, Bob completed
his degree and was selected by the
World Bank to act as an adviser on pri-
vatization in Belarus. If his work for
me is anything to go by, he will do an
outstanding job. I appreciate all Bob's
hard work over the years, and I wish
him and his wife, Carrie, all the best in
this adventure.

SALUTE TO LAURA DOVE

Mr. DOLE. Mr. President, on behalf
of all my Republican colleagues, I rise
to say ‘“‘Thank you and good luck'' to
Laura Dove of the Senate Republican
Cloakroom.

Today is Laura’'s last day in the
Cloakroom, as she leaves for graduate
school at the University of Virginia.

It will not be too long before Laura
rivals Senator THURMOND in terms of
Senate experience. Not only has she
worked in the Cloakroom since May of
1992, but she also worked there from
May 1987 to September 1988, and she
served as a Republican page from Sep-
tember to December of 1986.

While at University of Virginia,
Laura will also be working as a soror-
ity housemother, and I look forward to
hearing if riding herd on a bunch of
college students is easier than riding
herd on a bunch of Senators.

BIPARTISAN CRIME BILL

Mr. DOLE. Mr. Président, finally, I
would just say on the crime bill, I
know we are going to be off on health
care here in about 10 minutes for sev-
eral hours today. It is my hope that the
President, as I said yesterday, will see
this not as a defeat under some proce-
dural vote in the House but as an op-
portunity to work out some of the dif-
ferences with Members of both parties
and to indicate again that bipartisan-
ship means you start together and you
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work together; you do not put it to-
gether and then ask the other party,
whichever party it is, to come on
board.

I am very hopeful that the President
will consult with Members of both par-
ties and take out some of the excessive
spending in the package that went
from a few billion dollars in the bill
that passed the Senate by a vote of 95
to 4, I think it was, or 94 to 5 and then
was increased, doubled, tripled, quad-
rupled on the House side, billions of
dollars without any hearings and with-
out much debate.

I think if that were done, and then
some of the tough provisions that were
dropped out of the crime bill were put
back in, in my view, that would go a
long way toward reaching strong bipar-
tisan support for what is, what could be
a very important piece of legislation.
It is not a good bill, as the New York
Times said today. It is not a good bill
now, but it could be a good bill. It
should be a good bill, and it should be
bipartisan.

If the President is willing to work in
that fashion, I think it would be help-
ful not only with reference to the
crime bill but maybe other legislation
that is pending and will be pending be-
fore we complete our work this year.

Mr. President, I suggest the absence
of a guorum.

The ACTING PRESIDENT pro tem-
pore. The absence of a quorum is noted.
The clerk will call the roll.

Mr. KENNEDY. Mr. President, will
the Senator withhold.

Mr. DOLE. I withhold.

Mr. KENNEDY. I thank the Senator,

Mr. President, I yield myself such
time as I might use until other Mem-
bers come over who wish to address the
Senate in morning business, and then I
will withhold the rest of my comments
until later in the morning.

INSURANCE COVERAGE FOR
CHILDREN

Mr. KENNEDY. Mr. President, the
amendment that we will be considering
today focuses on our Nation’s most
precious asset, our children. It im-
proves what is already one of the
strongest provisions of Senator MITCH-
ELL's health reform proposal.

The Mitchell bill provides affordable
insurance coverage for children in
every American family beginning in
1997. People with incomes of less than
185 percent of poverty will be able to
insure their children without any
charge. Subsidies will be provided for
people up to 300 percent of poverty.
Comparable assistance will be provided
for pregnant women.

For hard-working Americans, this
bill guarantees that you will never
have to choose between putting food on
the table, paying a mortgage, and
health care for your children.

Under the bill, if you are a family
with two children and your income is
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less than $27,000, you will be able to in-
sure your children at no charge. If your
income is $35,000, you will pay approxi-
mately $230, less than 1 percent of your
income. If you make $37,000, you will
pay 81,000, but still less than 3 percent
of your income. Families with $44,000
in income, the level at which subsidies
phase out, will pay the full price of
about $1,800, or about 4 percent of the
family income.

The Mitchell bill recognizes that a
health insurance card alone is not
enough to guarantee timely health
care for every child. So for children in
the poorest school districts, the pro-
gram provides Federal financial assist-
ance for school-based or school-related
health programs, under local control to
make sure that children get the health
services they need to do well in school
and ultimately do well in life.

I must say on this point, Mr. Presi-
dent, one of the very, very important
provisions in the Mitchell legislation,
which was also in the President's pro-
gram, is the development of health
clinics in our schools. We have not
been able to develop those kinds of pro-
grams for a variety of reasons in recent
years. Anyone who has had the oppor-
tunity to visit schools, both in the
inner cities, or out in rural commu-
nities, knows the kind of challenge
that is out there for the children.

Mr. DASCHLE. Will the Senator
yield on that point?

Mr. KENNEDY. Yes.

Mr. DASCHLE. I commend the Sen-
ator for drawing attention to the fact
that school-based health clinics are one
of the major focuses of the Mitchell
bill.

As the Senator so eloquently has
stated, there are too many occasions
when students have access to no other
medical care than what they now get
in their schools. In some cases they do
not even have access to school-based
clinics. So with clinics, whether they
are in rural or urban settings, we can
really put meaning to the word “‘pre-
vention”. We can finally catch chil-
dren’s medical problems prior to the
time that they become severe and pos-
sibly untreatable. There is no other bill
pending before the Senate that empha-
sizes prevention like the Mitchell bill.

I am glad the Senator pointed that
out. I do not know what the situation
is in Massachusetts. But I know in
South Dakota it is an extraordinary
problem. Students today go to school
with illnesses that are left undetected
and untreated. We have a paucity of
nurses. We have a severe shortage of
nurse practitioners. We have few clini-
cians. We have little ability to treat
children in rural areas. Under this bill,
for the first time, we will be able to
give students the opportunity to seek
primary and preventive care.

I think the Senator is absolutely
right.

Mr. KENNEDY. I thank the Senator
because he brings a perspective to this
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of the importance in terms of the rural
communities. In Arkansas, for exam-
ple, they have developed these health
cliniecs. It has taken some period of
time. There was a good deal of resist-
ance and reluctance in the initial de-
velopment of those programs. I believe
it took probably 2 or 3 years to develop
half-a-dozen of those programs, all
which involve the parents in the fash-
ioning and the shaping of these health
clinics as well as the teachers and the
health professionals. Now the demand
for those clinics, in rural areas as well
as in the urban areas, is dramatic.
They have been an extraordinary suc-
cess, They are expanding on the basis
of very limited resources.

We have found in my own city of Bos-
ton, that the Cambridge Rindge and
Latin High School is one of the few
schools in an urban area in my State
that has developed a health clinic. It
has a rather interesting historical
background, and I will not take the
time of the Senate to point out how it
got developed. But it has been an ex-
traordinary success in helping children
that are coming from homes where
there is abuse, physical abuse, and sub-
stance abuse; the problems in terms of
hunger; the detection for example in
terms of many of these illnesses at an
early stage so that the child can be
cured and also be participating in
schools.

Many parents, hard-working parents,
even when they have the children who
are sick, still send their children to
school because they do not have any
day care to provide for them. They are
endangering the other children. If you
are able to have interventions in the
health settings in schools, it makes an
important difference.

Mr. DASCHLE. Will the Senator
yield on that point?

Mr. KENNEDY, Sure.

Mr. DASCHLE. How many of those
clinics does the Senator have in Massa-
chusetts today? Does the Senator have
any idea?

Mr. KENNEDY. I could probably
count those school-based clinics on two
hands, maybe three, but not any more.

Mr. DASCHLE. In South Dakota the
situation is exactly the same. We have
three or four of those clinics in the en-
tire State. That is one of the key is-
sues. I am glad the Senator has drawn
attention to that in his remarks this
morning.

Mr. KENNEDY. I want to point out
to the Senator, we see our colleagues
on the other side, that the provision
passed 17 to nothing in our committee.
It had unanimous Republican support,
and Democratic support. We spent
some time in fashioning and in shaping
to make sure that it was really going
to be reflective of local parents, local
health care mneeds, age-appropriate
kinds of interventions, but at the end
of the day we were able to come to-
gether with virtually a unanimous pro-
posal.
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When we are talking, as we did brief-
ly yesterday, about how this legisla-
tion, the Mitchell legislation, affects
children, and it has been, I must say, a
significant improvement over the
course of the development of legisla-
tion over that which was even rec-
ommended by the President; and it is a
great tribute to the work that was
done by the Finance Committee, Sen-
ator MOYNIHAN, Senator RIEGLE, and
others on that committee.

In addition to providing affordable
coverage for every American child, the
Mitchell bill establishes a standard
benefit package that includes com-
prehensive preventive benefits for chil-
dren, from prenatal care to immuniza-
tions to regular physical examinations.
Every physician—and most parents,
too—know that good preventive care is
the best way to make sure that chil-
dren get the healthy start in life that
they deserve. Preventive care is cost-
effective, as well. Every dollar spent on
prenatal care saves more than three
times as much in reduced medical costs
for premature babies and other low
birth-weight babies. Every dollar spent
on DPT vaccinations save $30.

The Mitchell bill is really a health
care bill of rights for every American
child. But the Dodd amendment will
make it even better. Most of the pro-
grams under the Mitchell bill are
scheduled to begin in 1997, including
the requirement that all insurance
plans include comprehensive preven-
tive benefits for children. This amend-
ment starts that part of the program
right away. It does not subsidize any
family’s purchase of insurance in ad-
vance of the 1997 implementation date.
It does not add any new Government
obligations. Instead, it simply says
that every new insurance policy sold
and every policy renewed, beginning
July 1, 1995, must include comprehen-
sive preventive benefits for children.
Twenty-one States have already legis-
lated this requirement. Many insur-
ance policies voluntarily cover these
services.

This amendment says: Let us not
wait until 1997 to bring these benefits
to every insured child. Let us not let a
single additional child grow up dis-
abled or suffer unnecessary illness or
death because we failed to provide pre-
ventive care. The.cost of this addi-
tional benefit for policies that do not
already provide it is very small—about
$2 per month per child, according to
the Traveller’s Insurance Co. But the
potential value of that ounce of preven-
tion to millions of American children
is very great.

I know that many of my Republican
friends in this body are strongly com-
mitted to better health care for Ameri-
ca’s children. I urge them to join us in
making the Mitchell bill an even better
bill for children by adopting this
amendment. I urge them to buckle
down and join us in the business of leg-
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islating. If they think the Mitchell bill
needs improvement, let them offer
amendments. If they think they have a
better alternative, let them offer it—so
that we can debate it in the full view of
the American people.

When it comes to protection for
America's children, the Republican
plan simply doesn't measure up to the
Mitchell bill. It doesn't achieve afford-
able coverage and it doesn't guarantee
comprehensive preventive care without
copayments or deductibles. The Mitch-
ell plan requires coverage of clinical
preventive services without any copay-
ments or deductibles. The Republican
plan requires only one benefit package
to include any preventive services at
all.

On the crucial issue of affordability,
the Dole plan helps children in the
poorest families—and, of course, the
rich can always buy coverage—but it
provides no assistance or protection for
children in the middle-class families
that work hard, play by the rules, but
still can’'t afford the coverage they
need. The Dole plan makes no coverage
available especially for children, and a
family earning $22,000 a year would
have to pay approximately $5,900 to
buy family coverage—more than a
quarter of the family’s total income.

I think we can do better than that for
America's children. So I urge this body
to adopt this amendment, and I urge
my colleagues to work with us to make
the Mitchell bill the best program pos-
sible for the American people—and es-
pecially for the children who are Amer-
ica's future.

Now before the Senate we have this
very interesting proposal that has been
introduced by Senator DoDD and others
that will extend the requirements for
the inclusion of these preventive pro-
grams that were linked to children’s
needs in the schools.

So, Mr. President, I will come back
and address this issue. I see a number
of our colleagues that want to use
probably the morning hour. I will come
back at an appropriate time in the
morning and address it.

The ACTING PRESIDENT pro tem-
pore. Who seeks recognition?

Mr. MOYNIHAN. Mr. President, I
suggest the absence of a quorum,

The ACTING PRESIDENT pro tem-
pore. The absence of a quorum is noted.
The clerk will call the roll.

The assistant legislative clerk pro-
ceeded to call the roll.

Mr. PACKWOOD. Mr. President, I ask
unanimous consent that the order for
the quorum call be rescinded.

The ACTING PRESIDENT pro tem-
pore. Without objection, it is so or-
dered.

CONCLUSION OF MORNING
BUSINESS

The ACTING PRESIDENT pro tem-
pore. Morning business is now closed.
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HEALTH SECURITY ACT

The ACTING PRESIDENT pro tem-
pore. Under the previous order, the
Senate will now resume consideration
of 8. 23561, which the clerk will report.

The legislative clerk read as follows:

A bill (8. 2351) to achieve universal health
insurance coverage, and for other purposes.

The Senate resumed consideration of
the bill.

Pending:

Mitchell amendment No. 2560, in the na-
ture of a substitute.

Dodd amendment No. 2561 (to amendment
No. 2560), to promote early and effective
health care services for pregnant women and
children.

The ACTING PRESIDENT pro tem-
pore. The time until 5 p.m. shall be for
debate only, to be equally divided and
controlled by the managers of the bill
or their designees. Who seeks recogni-
tion?

Mr. PACKWOOD. Mr. President, I
suggest the absence of a quorum.

The ACTING PRESIDENT pro tem-
pore. The clerk will call the roll.

The legislative clerk proceeded to
call the roll.

Mr. PACKWOOD. Mr. President, I ask
unanimous consent that the order for
the quorum call be rescinded.

The ACTING PRESIDENT pro tem-
pore. Without objection, it is so or-

dered.

Mr. PACKWOOD. Mr. President, I
yield such time as the Senator from
Maine may need.

Mr. COHEN. Mr. President, I thank
the Senator from Oregon. Mr. Presi-
dent, as the debate on health care re-
form rages on and Republicans are buf-
feted with charges of being obstruc-
tionists and incrementalists, I am
filled with a sense of deja vu—perhaps
in Yogi Berra’s words, ‘‘deja vu all over
again.”

I must say I was disappointed, but
not surprised, to see a story in the
Washington Post that was headlined,
“Senate Republicans Impede Health
Care Legislation.”

Mr. President, why did not the head-
line read: ‘‘Senate Republicans Halt
Rush to Premature Amendments”?

The story also said that we spent 4
days on this legislation before the first
amendment was introduced. We spent
portions of 4 days. If you total up the
hours spent, it might total one entire
day.

As I understand it, only nine Repub-
lican Senators have had an opportunity
to speak on this legislation—only nine
of us. Yet, we are now accused of im-
peding progress on health care legisla-
tion.

Mr. President, this is legislation
which we are told has been in the wait-
ing now for some 40 or 50 years. It
seems to me that taking several days
to at least allow the Members to make
opening statements on legislation that
they and their constituents are deeply
concerned about is not asking too
much.
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It should not be reported that we are
being obstructionists just because we
want to give Members the opportunity
to speak, not to delay, but to at least
express their opinions. Just because we
want to have the opportunity to speak,
we should not be labeled as obstruc-
tionists or incrementalists or accused
of impeding health care legislation.

Mr. President, back in the summer of
1990, in response to what was then an
emerging issue of increasing national
concern, Senator DOLE charged Sen-
ator JOHN CHAFEE with the job of form-
ing a Republican task force to develop
a comprehensive proposal for national
health care reform.

Over the next 3 consecutive years we
met regularly—every single Thursday
morning for an hour, an hour and a
half, and sometimes even 2 hours—to
define, discuss, and debate the prob-
lems plaguing our health care system.
Sometimes we brought in experts to at
least try to enlighten us about complex
technical issues, such as risk adjust-
ment. But more often than not, we
talked among ourselves, discussing a
multitude of issues raised by our con-
stituents, and even about our own per-
sonal experiences with the health care
system.

The problems were clear. Health care
spending, which this year is expected
to top some trillion dollars, was at an
all-time high and rising daily, placing
a strain on families and employers and
governments alike. As health care
costs skyrocketed, more and more
Americans were being priced out of the
market, leaving some 37 million or
more Americans at any given time
with no health care coverage whatso-
ever, and many more living in terror
that they would lose their coverage if
they became ill or changed jobs.

We all found it both ironic and tragic
that under our current system, the
very people who need health care cov-
erage and treatment the most are the
ones who cannot get coverage simply
because they are already sick or suffer-
ing from a preexisting condition. We
agreed unanimously that health care
insurance should be portable; that in-
surers should be prohibited from deny-
ing, canceling, or limiting coverage on
the basis of a person's health status.

We agreed that, rather than compet-
ing on the basis of their ability to at-
tract the healthiest customers, insur-
ers ought, instead, to be competing on
the basis of price, quality, and service.
We agreed that insurance market re-
forms—guaranteed eligibility and re-
newability, portability and limitations
preexisting condition exclusions,
should all be a part of any health care
reform proposals.

We reached agreement on several
other key components that we believed
a bipartisan majority in Congress could
agree upon, namely, access to health
care for all Americans; subsidies for
low-income individuals and families;
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full tax deductibility for the self-em-
ployed; encouragement of managed
care and cost containment to make
coverage more affordable, administra-
tive reforms to reduce costs and paper-
work and to make the system more ef-
ficient; malpractice reforms to reduce
the costly practice of defensive medi-
cine; expanded access to care in rural
areas and incentives to encourage more
physicians to enter primary care;
stronger efforts to combat fraud and
abuse which robs our health care sys-
tem of as much as $100 billion a year;
and, finally, greater emphasis on pri-
mary and defensive care.

These principles were part of my own
legislation, which I offered back in
1990—4 years ago. It is a T76-page docu-
ment. This bill which I introduced
emerged as the major campaign issue
in 1990 when I was running for reelec-
tion. My opponent, who favored a sin-
gle-payer plan based on the Canadian
system, said my approach was too com-
plicated. This 76-page document was
too complicated. We needed a simple
system like the single-payer system.
So it was dismissed as being too long,
too involved, too convoluted and com-
plicated. Most of the principles I just
mentioned, that we have bipartisan
support upon, were contained in this
legislation, but it was dismissed.

Now, we have a new document which
is not just 1,410 pages. I checked this
morning. It has been amended for the
second time and is now 1,443 pages.

Mr. President, I mentioned a moment
ago that we incorporated provisions
dealing with health care fraud. Over a
year ago, I first introduced my health
care fraud bill. As I recall, it was in
May of last year. Nothing was done
until November, when we passed an
amendment to the crime bill, trying to
come to grips with health care fraud,
which, according to GAO, is costing us
$100 billion a year. But even though the
we passed it on our version of the
crime bill, the House objected and
dropped it in conference.

Maybe that was a wise thing to do in
view of what happened with the crime
bill. They said, “‘Let us save it for the
health care debate.” So we have saved
it for a year and a half now. We may
not finish this debate this year. Hope-
fully, we will. But we have already lost
an opportunity to get some of that $100
billion a year that we are losing. We
are losing $275 million a day—$2756 mil-
lion a day—to fraud, $11.5 million every
hour to fraud. Yet, we have delayed al-
most 2 years now from taking any ac-
tion to deal with it.

Mr. President, the key principles
agreed to in the Republican health care
task force were also contained in the
bill submitted by Senator CHAFEE on
behalf of some 20 of us who supported
his efforts. )

They are also contained in many of
the Democratic proposals. Indeed, they
are even contained in the latest version
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of the majority leader’s amendment.
Many of these principles were incor-
porated into Senator Lloyd Bentsen's
proposal that was passed in the Sen-
ate—but later dropped in conference—
as part of the 1992 tax bill.

So we had broad bipartisan support
for those new initiatives.

In the fall of 1992, Senator DOLE, Sen-
ator CHAFEE, I, and several others, ap-
proached the majority with a list of
what we called 11 points of commonal-
ity between Republican and Demo-
cratic proposals. We met with the ma-
jority leader’s task force on more than
one occasion to press for these reforms
on which there was broad-based bipar-
tisan agreement. These were signifi-
cant steps that we believed could and
should be taken immediately to slow
the growth of health care costs and in-
crease access to quality health care for
millions of Americans.

We were rebuffed. We were told that
reforms were not comprehensive
enough and that anything short of
comprehensive reform would not do.

Mr. President, let me say, very
frankly, it was a stall. It was a stone-
wall. I believe it was a political tactic
to delay any reforms until the elec-
tions were over in November. That is
what happened. The Democratic major-
ity wanted a perfect issue and not an
imperfect solution, and it was a perfect
political issue at that time. The point
is, we had broad-based agreement and
we could have passed something.

So here we are, 2 years later, still
talking about the same principles on
which we know there is broad-based bi-
partisan agreement: portability, no
preexisting condition exclusions, af-
fordable coverage, expanded access,
emphasis on prevention, cost contain-
ment, administrative simplification,
and stronger efforts to combat fraud
and abuse.

We agree on those provisions, and
they are part of the Dole-Packwood
bill. They are also part of the Mitchell
bill.

The problem is the majority leader’s
bill goes far beyond these areas of
agreement and would drastically alter
the delivery of health care in this
country.

I have listened to the debate, and I
must tell you I have been moved by the
recitation of the tragic stories that
have affected and have afflicted so
many thousands and perhaps millions
of Americans who lack adequate health
insurance coverage under the current
system. I cannot agree more that we
must do everything we can to correct
this situation for the families who are
suffering on a daily basis.

But what is most tragic of all is that
most of the situations that have been
s0 poignantly described in this Cham-
ber during the portions of the past 4
days that have been devoted to the
health care debate would have been
helped immediately by the proposals
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set forth by Senator CHAFEE, myself,
and others.

Mr. President, health care reform has
often been compared to two other
major social reforms of the 20th cen-
tury—the creation of Social Security
in 1935 and then Medicare some 30
years later. However controversial
they may have been at the time, both
of these major proposals were ulti-
mately passed. The House passed the
Social Security Act by a vote of 371 to
33, the Senate by a vote of 77 to 6. The
margin on the Medicare bill was some-
what narrower but still conclusive—68
to 21 in the Senate, and 307 to 116 in the
House. As controversial as they were,
these two measures enjoyed broad bi-
partisan support.

We are told that the President of the
United States is now pursuing a 51-vote
strategy. Let me suggest that it may—
and I will talk about this at length in
a moment—it may be in the political
interest of the President to pursue that
strategy. I think it is bad for the coun-
try. Let me just suggest why.

If we are to pursue a 51-vote strategy
in this Chamber, or 52 votes or perhaps
even 1 or 2 more, I can assure you that
the very next thing that is going to
happen after the election in the fall is
that the reforms we pass now will
begin to unravel.

In the fall elections, we on the Re-
publican side expect to gain several
more votes. It may be one; it may be
two. Conceivably it could be 10. I do
not want to alarm the chairman of the
Finance Committee—let me com-
promise—let me say that we expect
that anywhere from one to five may
come to our side.

In any event, whatever the margin of
increase, I can almost assure you that,
from the day we come back into ses-
sion next January, an effort will be
made to undo legislation that passed
by a 51-vote strategy. And the Presi-
dent will sit in the White House and he
will exercise his veto, and, depending
upon how many Members are added to
this side of the aisle, he may be suc-
cessful. He will spend the next 2 years
of his administration vetoing legisla-
tion.

In the meantime, the country will be
in a state of complete turbulence. Our
constituents will want to know: Are we
in? Are we out? Do we have a plan or
not? Is it HIPC or non-HIPC? Is it vol-
untary or involuntary? What should we
plan on?

I can guarantee you the effort will be
made on this side to undo something
that passes by that narrow a margin.
That is not good for the country.

We need not do that. We have an op-
portunity to put together something
that many of us, if not most of us, can
support.

But if you are just looking to have 51
votes, and that is it, on a straight, nar-
row party line vote, you will get a
short-term political victory, perhaps—
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and I am not even sure it will work in
the short term to the President's ad-
vantage. It may be that it only causes
more turbulence in the country prior
to November, and it will not redound
to his benefit or to anyone else's in
this Chamber.

Mr. President, I have a profound
sense of apprehension about any strat-
egy that seeks to ram something this
important through on a party line
basis because there are people of good
will on both sides. There are many
good things in the Mitchell amend-
ment, and there are many good things
in the Dole-Packwood proposal as well.

The decisions we make in the coming
weeks will have profound consequences
for every single American and will con-
trol the future direction of one-seventh
of our Nation's economy. We should
not even begin to contemplate enacting
such sweeping reforms unless they
have broad based and bipartisan sup-
port.

To date, much of the discussion of
Senator MITCHELL’s plan has focused
on the issues of universal coverage,
mandates, and the search for the ever-
elusive perfect trigger—what some
have called the Goldilocks trigger, one
that is not too hard and one that is not
too soft.

Mr. President, Gertrude Stein once
said, ‘A rose is a rose is a rose."

An employer mandate is still the
equivalent of a tax on jobs, with a trig-
ger or without. Whether you call it a
mandate, it is a tax by any other name.

Employers are not going to bear the
cost of that insurance—workers will, in
the form of lower wages, lost benefits,
and lost jobs. And CBO's analysis con-
firms that fact.

The trigger does nothing to change
the essential problems with mandates.
It just delays their impact until after
the turn of the century. It is a slow-
burning fuse that will trigger long-
term damage and the loss of thousands
of jobs.

Further, all of the focus on mandates
and triggers has clouded the much
more important issues that have to be
decided with regard to what we are pro-
posing to do with the health care sys-
tem in the interim.

Even without the mandate, there is
considerable new regulation in the ma-
jority leader’s bill. This regulation will
not only undermine the most effective
and time-proven cost containment
mechanism—competition—but it is
going to add significantly to the costs
of running a small business.

I am not sure those of us in this body
appreciate the regulatory burdens that
small businesses already face. I have
the benefit of a private adviser on
these matters. He is my father. He is 85
years old. He works 18 hours a day, 6
days a week. He has no pension plan.
He has no investments, no stocks, no
bonds. He just has to keep working to
support himself and my mother and
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other members of the family. I know
what he has to go through to make
ends meet. And he could not do it, he
could not stay in business if we im-
posed a mandate, as the Gephardt bill
will do, upon him. It may be the major-
ity leader's amendment’s exclusion of
employers with 25 or fewer workers
will exempt him or others similarly
sitnated.

But once you have a mandate in
place, it is only a question of time
until it starts to be applied along the
line. We will have to deal with the ar-
guments that a small business exemp-
tion allows employers with less than 25
workers to cost shift. One can see in-
evitably that the handwriting on the
wall is not forgery. It will ultimately
be applied down the line to every single
employer.

Another person whose counsel I have
taken and would urge others to take on
this matter is, surprisingly, that of
former Senator George McGovern.

Two years ago, Senator McGovern
had printed in the Wall Street Journal
what amounted to a mea culpa. He re-
gretted that he never really understood
the struggles of running a small busi-
ness until after he left public service
and opened a small inn in Connecticut.

He wished he had this experience be-
fore.he entered the Senate. He said
that he would have been a better Sen-
ator and a better Presidential con-
tender. He said he would have been
more sensitive to the impact Govern-
ment mandates and regulations have
on small businesses, driving up operat-
ing costs and even—as in his case—
forcing many of them into bankruptcy.

Mr. President, I ask unanimous con-
sent to have printed at the end of my
remarks the article written by Senator
McGovern for the RECORD.

The ACTING PRESIDENT pro tem-
pore. Without objection, it is so or-
dered.

(See exhibit 1.)

Mr. COHEN. Mr. President, as CBO
has repeatedly testified and reported to
us, no one really knows what the im-
pact of the regulations contained in
this amendment are going to be—mo
one, not the Members of this Chamber,
not the other Chamber, not the coun-
try, not CBO. No one knows the impact
of these regulations, and we ought to
proceed with some caution.

I recall a few years ago when Con-
gress instituted a tax on luxury boats.

The chairman of the Finance Com-
mittee is nodding.

It was perceived by many simply as a
way of squeezing revenue from the rich
and the famous. Instead they stopped
buying large boats and the workers suf-
fered. We aimed at the wallets of the
rich and we hit the blue-collar, middle-
class workers in the neck. We put them
out of work. We put them out of work
because we were trying to tax the rich.
“Let's get the rich,” we said, and we
hit the people right in the middle.
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And this legislation runs the risk of
hitting those same people right in the
middle by putting them out of work as
well.

This is a very good example of how
Congress often does not appreciate the
ultimate consequences of its actions.
We ought to keep this in mind as we
continue to debate health care legisla-
tion.

One of the clear messages that I have
received from my constituents is they
are concerned about choice, about any
plan that takes too much of the deci-
sion-making authority about health
care out of their hands and puts it into
the hands of the Government regu-
lators or bureaucrats.

The majority leader’s legislation cre-
ates dozens and dozens of new Federal
and State bureaucracies that would
have unprecedented authority to regu-
late the way health care is bought, sold
and, to a certain extent, even practiced
in this country.

We have a powerful new National
Health Board that would be making de-
cisions on what medical care is nec-
essary and appropriate—decisions that
one would think should be between the
patient and his or her physician. A Na-
tional Council on Graduate Medical
Education will set quotas and tell med-
ical students what specialties they can
practice. And there is a strange system
of mandatory voluntary purchasing co-
operatives that is going to herd all em-
ployees of businesses that have less
than 500 workers into large collectives
and destroy their employers’ ability to
control their costs.

All of this focus has dismissed con-
cerns about costs.

Mr. MOYNIHAN. Will
yield?

Mr. COHEN. I am almost finished. At
the end, I will yield.

Now, a key element of cost contain-
ment has to be more competition. The
more regulated the health care indus-
try becomes, the less competition can
occur and the more costs are going to
increase.

One of the best ways to control
health care costs is to give consumers
incentives to choose efficient, cost-con-
scious plans. However, the majority
leader’s legislation would impose a
complex and convoluted tax on plans
whose premiums are growing—no mat-
ter how low those premiums might be.

This would lock in existing price dif-
ferences, penalize plans that have been
efficient, and reward plans that are
not. It is little more than a backdoor
approach to price controls.

Finally, I am concerned that the so-
called fail-safe mechanism in this bill—
which is intended to ensure that health
care reform does not add to the defi-
cit—is too weak. It is almost certain
that the spending associated with the
new entitlements and subsidies in the
bill are going to exceed all expecta-
tions and further fuel the deficit that

the Senator
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threatens to cripple the economy right
now.

And I might point out that when
Medicare was first adopted, it was pro-
jected to cost, I believe, $500 to $600
million. Lyndon Johnson said, ‘*That is
something that we can afford,” and we
passed it. The cost of Medicare now
runs—correct me, Mr. Chairman, if I
am wrong—as high as $150 billion per
year.

So again we have to exercise some
caution when we are projecting what
ultimately will be the impact of legis-
lation that we are proposing.

A few days ago, I had lunch with my
oldest son, who was recently married.
He said to me during lunch, “I hope
that Congress will pass something by
the end of the year.” He will soon be
off to graduate school at Dartmouth.
He said it would be helpful, he thought,
to have a health care bill that we could
pass this year.

I assured him that I hoped it was pos-
sible. I would like to see legislation
passed. But he, like most of my con-
stituents, has no idea what devils lurk
in the details of this massive amend-
ment. He has no concept. And, indeed,
the Members of this Senate still have
limited knowledge and comprehension
of what is in here.

There is a group of us meeting as I
speak, 15—I think yesterday it reached
as high as 17—Members of the Senate
who are sitting down, going through
this bill page by page, line by line, all
individuals who are highly intelligent,
who have studied this for several years,
and who are confused about the impli-
cations of what is contained here.

We are working today. We will start
again on Monday. We will continue to
work through all next week so we can
at least make some constructive pro-
posals in terms of how we think this
legislation can be improved.

I also pointed out to my son that the
proposal that President Clinton now
supports—namely, the majority lead-
er's proposal; and the bill that Mrs.
Clinton now opposes, namely the ma-
jority leader’s proposal—is likely to
raise the insurance rates that he and
others in his age group will pay in
order to reduce the costs to older citi-
Zens.

Frankly, he was stunned. He was ab-
solutely stunned. He had no idea that
pure or flat community rating would
cause such an increase in his own in-
surance rates, which he cannot even af-
ford now.

There are other provisions in this bill
which are likely to stun the American
people upon their full disclosure. And,
Mr. President, at a future time, I will
have more extensive comments to
make when we debate these specific
provisions of the majority leader’s bill.

I would like, in the meantime, to add
my own comments of praise to those of
Senator CHAFEE for the majority lead-
er, and commend him for modifying the

22367

President’s proposal in an effort to
seek compromise.

The next few weeks give us a very
narrow window of opportunity to enact
meaningful health care reform legisla-
tion. I suggest that the principles—the
key principles outlined at the begin-
ning of my statement—could form the
basis of a centrist reform bill that re-
lies upon competition rather than Gov-
ernment regulation to control costs,
expand choice, and to ensure that ev-
eryone has access to the health care
they need.

I believe it is the kind of proposal
that would attract the broad-based, bi-
partisan support that is necessary for
health care reform to succeed, and it
would take us in the direction I believe
the American people want to go.

I resist the notion that has been ar-
ticulated by the White House that it is
the majority leader’s bill or nothing. If
that is the case, we may very well end
up with nothing. I have been encour-
aged by my colleague from Maine and
his statement that his proposal is just
the beginning and that he welcomes
constructive proposals to improve it.
And that is the attitude with which I
have spent the last 3 years, nearly 4
years, of my own life in this body,
working to improve our current sys-
tem.

Finally, Mr. President, let me say
that President Clinton and Mrs. Clin-
ton have, I think, justifiably com-
plained about the negativity that
seems to be pervasive in our society. I
think that they have been, in many in-
stances, unfairly criticized. I think
that they have taken a lot of unneeded,
unwarranted, unjustified assaults. This
is something that all of us should
struggle to overcome and try to do our
best to eliminate from our proceedings.

But it also works in the same fashion
for them. They cannot, in turn, point
to individual Members of the Senate,
Senator DOLE in particular, and try to
demonize him, saying: ‘‘There; the Re-
publican leader is seeking to delay, to
impede, to destroy.”

Senator DOLE, not alone in this
Chamber, but perhaps more than any
other individual, has suffered pain dur-
ing his lifetime. He knows what health
care means and what not having it
means. He can tell you—and he will not
tell you—from family history what it
means to go without insurance, to go
out and have to raise money to pay for
treatment that is not available with-
out it.

So I do not think anyone is in a posi-
tion to be too pious and point their fin-
ger at Senator DOLE or anyone else in
this Chamber in an attempt to under-
mine their motive or cast aspersions
upon their character.

What we need to do is to continue a
debate which is healthy, constructive,
positive, and has respect for all the
Members in this Chamber.

There are others who also suffered
war wounds and other types of pain
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during their lifetime. And no one, be it
in this Chamber, the other Chamber, or
in the White House, ought to be point-
ing fingers at those who are seeking to
come up with the best possible proposal
for the American people.

Mr. President, I hope there will be a
cease-fire, a white flag raised, no more
ad hominem attacks on individual
Members. I think there is good will in
this Chamber and that we can work to-
gether to come up with something that
the majority can support and the ma-
jority of the people of this country will
rally behind.

1 yield the floor.

EXHIBIT 1
[From the Wall Street Journal, June 1992]
A POLITICIAN’S DREAM IS A BUSINESSMAN'S
NIGHTMARE
(By George McGovern)

Wisdom too often never comes, and so one
ought not to reject it merely because it
comes late.—Justice Felix Frankfurter

It's been 11 years since I left the U.S. Sen-
ate, after serving 24 years in high public of-
fice. After leaving a career in politics, I de-
voted much of my time to public lectures
that took me into every state in the union
and much of Europe, Asia, the Middle East
and Latin America.

In 1988, I invested most of the earnings
from this lecture circuit acquiring the lease-
hold on Connecticut’s Stratford Inn. Hotels,
inns, and restaurants have always held a spe-
cial fascination for me. The Stratford Inn
promised the realization of a longtime dream
to own a combination hotel, restaurant and
public conference facility—complete with an
experienced manager and staff.

In retrospect, I wish I had known more
about the hazards and difficulties of such a
business, especially during a recession of the
kind that hit New England just as I was ac-
quiring the inn's 43-year leasehold. I also
wish that during the years I was in public of-
fice, 1 had had this firsthand experience
about the difficulties business people face
every day. That knowledge would have made
me a better U.S. senator and a more under-
standing presidential contender.

Today we are much closer to a general ac-
knowledgment that government must en-
courage business to expand and grow., Bill
Clinton, Paul Tsongas, Bob Kerrey and oth-
ers have, I believe, changed the debate of our
party. We intuitively know that to create
job opportunities we need entrepreneurs who
will risk their capital against an expected
payoff. Too often, however, public policy
does not consider whether we are choking off
those opportunities.

My own business perspective has been lim-
ited to that small hotel and restaurant in
Stratford, Conn., with an especially difficult
lease and a severe recession. But my business
associates and I also lived with federal, state
and local rules that were all passed with the
objective of helping employees, protecting
the environment, raising tax dollars for
schools, protecting our customers from fire
hazards, etc. While I never have doubted the
worthiness of any of these goals, the concept
that most often eludes legislators is: “‘Can
we make consumers pay the higher prices for
the increased operating costs that accom-
pany public regulation and government re-
porting requirements with reams of red
tape.” It is a simple concern that is nonethe-
less often ignored by legislators.

For example, the papers today are filled
with stories about businesses dropping
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health coverage for employees. We provided
a substantial package for our staff at the
Stratford Inn. However, were we operating
today, those costs would exceed $150,000 a
year for health care on top of salaries and
other benefits. There would have been no
reasonable way for us to absorb or pass on
these costs.

Some of the escalation in the cost of
health care is attributed to patients suing
doctors. While one cannot assess the merit of
all these claims, I've also witnessed first-
hand the explosion in blame-shifting and
scapegoating for every negative experience
in life.

Today, despite bankruptcy, we are still
dealing with litigation from individuals who
fell in or near our restaurant. Despite these
injuries, not every misstep is the fault of
someone else. Not every such incident should
be viewed as a lawsuit instead of an unfortu-
nate accident. And while the business owner
may prevail in the end, the endless exposure
to frivolous claims and high legal fees is
frightening.

Our Connecticut hotel, along with many
others, went bankrupt for a variety of rea-
sons, the general economy in the Northeast
being a significant cause. But that reason
masks the variety of other challenges we
faced that drive operating costs and financ-
ing charges beyond what a small business
can handle.

It is clear that some businesses have prod-
ucts that can be priced at almost any level.
The price of raw materials (e.g., steel and
glass) and life-saving drugs and medical care
are not easily substituted by consumers. It is
only competition or anti-trust that tempers
price increases. Consumers may delay pur-
chases, but they have little choice when
faced with higher prices.

In services, however, consumers do have a
choice when faced with higher prices. You
may have to stay in a hotel while on vaca-
tion, but you can stay fewer days. You can
eat in restaurants fewer times per month, or
forgo a number of services from car washes
to shoeshines. Every such decision eventu-
ally results in job losses for someone. And
often these are the people without the skills
to help themselves—the people I've spent a
lifetime trying to help.

In short, ‘‘one-size-fits-all” rules for busi-
ness ignore the reality of the marketplace.
And setting thresholds for regulatory guide-
lines at artificial levels—e.g., 50 employees
or more, $500,000 in sales—takes no account
of other realities, such as profit margins,
labor intensive vs. capital intensive busi-
nesses, and local market economics.

The problem we face as legislators is:
Where do we set the bar so that it is not too
high to clear? I don't have the answer. I do
know that we need to start raising these
questions more often.

The PRESIDING OFFICER (Mr.
MATHEWS). The Senator from New
York.

Mr. MOYNIHAN. Mr. President,

could I congratulate and thank the
Senator from Maine for his remarks
and tell him that there is much more I
agree with than disagree? But the
central point of what he has said is
how much in common we have on both
sides of the aisle. I would remind him
that the Committee on Finance re-
ported a bipartisan bill and that bipar-
tisanship is still here. On the front
page of the New York Times—that is
my hometown—Mr. Adam Clymer this
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morning reports, ‘“‘Mitchell Sees Room
for Dealing on Rival Health Care Pro-
posals.” ‘“Big Gain Toward a Com-
promise in the Senate."

Mr. Mitchell, the majority leader, said
today that issues raised by bipartisan mod-
erates led by Senator John H. Chafee ap-
peared to be negotiable.

And of course they are.

I think we all need to ask ourselves
about this particular form of ineffec-
tiveness, of almost an entropic decline
in our capacity to produce results,
whether it is institutional, systemic—I
do not know. Twenty-five years ago a
Republican President—we can say that
now—proposed a guaranteed income,
which twice passed the U.S. House of
Representatives and died in the Senate
from those who said it was too much
and those who said it was too little and
those who made the calculation that,
my goodness, if a Republican will do
this, think what the next Democrat
will do.

That same Republican President pro-
posed universal health care and em-
ployer mandate. And I am standing 3
feet from the Republican manager of
the bill here, Senator PACKWOOD, who
introduced it. And again the calcula-
tion was made. Some thought it was
too much. But on our side, some said
not enough, we can get more. Think; if
that man would give us this, think of
how much more we can get. And we got
nothing. That is the record. We got
nothing. It is a quarter century of im-

passe.

And I think it is only in the spirit of
which he speaks that we will move on.
Because we are not getting better in
some respects. I have frequently spo-
ken of the extraordinary advances in
medicine—medical technology, medical
science—that we have seen in the last
30 years. But on the subject of infant
mortality, in 1960 the United States
was 11th among 23 OECD countries in
infant mortality, and 30 years go by
and we are 21st. We have not been look-
ing to our affairs very competently.
And we continually miss these oppor-
tunities.

There is an element of the neurotic
in this, an element of the individual
who repeatedly states one desire and
behaves in a way that thwarts that de-
sire. It is a very common neurotic pat-
tern. I do not have to tell a person of
the insight into these matters of the
Senator from Maine, but I thank him
for his address.

Mr. COHEN. Will the Senator yield at
this point?

Mr. MOYNIHAN. I yield the floor.

Mr. COHEN. Mr. President, I go back
to what I think will be the problem.
Articles have been written about
‘‘demosclerosis.”” That our democracy
has become——

Mr. MOYNIHAN. Demosclerosis.

Mr. COHEN. Filled with special inter-
est groups that are highly organized;
that they will prevent not only at-
tempts to adopt new legislation but
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prevent any modification of existing
legislation. We are suffering from a
sclerotic condition.

One of the reasons I feel so strongly
about not pursuing this 51-vote strat-
egy, or narrow, partisan strategy, is
that what will take place in the coun-
try, if the country sees that we are di-
vided virtually on party lines with
some minor exceptions, they will then
be divided along party lines as well.
Our division will be replicated and re-
flected out in the country. And they, in
turn, will mobilize forces to change
what we have done. That will continue.
I am persuaded that will continue into
the future.

If we really want to do something
constructive for the country, if we
reach broad-based bipartisan support,
we send the signal to the country that
we are united. If the country and the
groups that are out there feel we are
divided, as we are today—publicly at
least—in terms of these issues they
will seek to exploit that. And, year
after year, President Clinton—he will
not enjoy the next 2 years, I can assure
you. He will not enjoy the next 2 years.
We will not enjoy the next 2 years. And
the country will be in a state of confu-
sion.

I am pleading for both sides to try to
find some appropriate middle ground. I
am part of the Chafee mainstream
group. I have been so. I continue to
work in that fashion. I just hope we
can stop the attacks. Frankly, I think
by going to the amendment—I under-
stand what the strategy is: Let us go to
the amendments. Let us get some mo-
mentum going, pass some amendments,
and give at least the perception that
we are doing something constructive,
rolling along. And that will give the
House the incentive to go ahead.

We are in a situation where we, for
the first time, are proceeding on a
major tax bill in front of the House be-
cause they do not want to go first now,
something extraordinary in our his-
tory.

I understand the tactics involved.
But I plead with my colleagues on the
other side, do not believe Members
over here are seeking to stall and delay
for the purpose of stalling and delay-
ing. There are people over here who
have been working on this for years,
who would like the opportunity to
speak. I have waited 4 years to speak—
what was it, 25 minutes? I only
consumed 25 minutes. I wanted to
make that speech before we got to the
amendment stage. There are others
who feel equally strongly.

So I just resent the notion that
somehow the headline story is Senate
Republicans impede progress on health
care legislation. We are not seeking to
impede. We would like an opportunity
to explain our positions to our con-
stituents, to inform them of what we
believe to be some of the deficiencies in
the proposals, to let them know that a
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number of us over here, and I would say
Senator DOLE is in this category—he
has encouraged us to see if we can
come up with some constructive solu-
tions.

So it ought not to be labeled obstruc-
tionist once again, and pure negativity
on the part of the Republican Party. 1
think we are working to see if we can
do something that is in the best inter-
ests of the country.

Mr. KENNEDY. Will the Senator
yield for a question?

The PRESIDING OFFICER. Who
yields time?

Mr. MOYNIHAN. Let me, when Sen-
ator KENNEDY speaks, yield our time.

Mr. KENNEDY. I was listening—and I
see others who want to address it. But
as we are moving through the course of
the debate, I think it is important that
we try to find out, as we use these
terms, how they are related to the leg-
islation that is at hand. I know there
was some question in the presentation
of the Senator about the allocations of
various residency programs. Of course
the Senator understands that the
American taxpayers pay for better
than half of all the residencies, unlike
the law schools where individuals pay
or the law schools pay.

So there are those, of whom I am
one, who think since the American tax-
payer is paying half or even more in
many situations across the country,
that the idea that the public should
have some interest in the percent of
residencies in different kinds of areas
is not all that radical. Particularly
when the AAMC, which is the principal
instrument for the medical colleges,
supported various—this proposal.

I was wondering, since the Senator
mentioned this in what I perceived as
somewhat of a derogatory way about
the Federal Government making deci-
sions about who are going to be doctors
and specialists, what does the Sen-
ator—what is the Senator’'s alter-
native?

Mr. COHEN. I ask whether or not the
Senator from Massachusetts thinks it
is in the best interests of the people of
the State of New York to tell the State
of New York how many orthopedic sur-
geons it might plan on?

Mr. KENNEDY. Of course that is not
in the bill. That is not in the bill, in
terms of allocating any kind of formula
to any particular medical school. I
know there have been those who have
been out here for the past days who
suggested that, but that is not the bill.

The other point I would make to the
Senator and that is on the preexisting
conditions. I was just looking through
the Dole legislation on preexisting. We
are all against preexisting conditions
as well. It is in the Mitchell bill. Those
provisions are illustrated in the Dole
proposal on page 80 where it talks
about the preexisting.

I do not question in my own mind
that the Senator wants to eliminate
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preexisting conditions. We have been
listening to debate on both sides saying
how we all want to eliminate preexist-
ing conditions. Of course, the Dole pro-
vision does not provide that. If you
have any kind of serious illness, seri-
ous sickness, if you have diabetes, if
you have cancer, if you have been diag-
nosed in those particular ways, you are
excluded under the Dole proposal.

I am just wondering, as the Senator
and the chairman of the Finance Com-
mittee has pointed out, in a spirit of
comity, if the Senator's position would
be whatever we pass will truly elimi-
nate all preexisting conditions, in
whatever will be coming through hope-
fully—prayerfully. I think, quite frank-
ly, there are some provisions in terms
of the complete elimination of the pre-
existing under the Mitchell proposal
that might be adjusted to change as
well.

But just in terms of where the Sen-
ator from Maine is coming out, do I un-
derstand he would be for the complete
elimination of the preexisting condi-
tion and would like to see that changed
in the Dole bill or perhaps modified in
the Mitchell bill?

Mr. COHEN. I believe that there is
quite a similarity between the Mitchell
proposal and the Dole proposal, as far
as preexisting condition. My own
view—I go back to my personal view—
is, I favor the elimination of preexist-
ing conditions with perhaps some time-
frame to make sure people do not wait
until they actually get sick before
seeking coverage. I think you will find
broad-based support in the Chafee pro-
posal, and I think the Dole proposal is
not that far away from the Mitchell
proposal on preexisting.

Mr. KENNEDY. There are other Sen-
ators waiting.

If you have heart disease today, if
you have cancer today, if you have dia-
betes, juvenile diabetes, under the Dole
proposal they are not considered to be
eligible, under the language that is
printed in there. I will join with the
Senator in working to make sure, how-
ever, that as we come through this
process that we do it.

I certainly know that the Senator—I
have talked to him about health care
policy on a number of occasions—his
own position is the elimination cer-
tainly, and mine. And it is one, I think,
as we go through this discussion and
debate, it is important because I think
that is one of the very, very important
key items in terms of any health care
policy reform: The elimination of that
preexisting condition. We can talk
about it. The real question, as has been
pointed out by our colleagues, is
whether the language conforms.

Mr. COHEN. May I say in response,
that is one of the benefits of taking our
time and going through the legislation
so we are all sure exactly where the
Mitchell bill is, where the Dole bill is,
where the Chafee proposal may take
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us. That is the benefit of having this
kind of debate without characterizing
it as being obstructionist or anyone
trying to engage in a filibuster. I have
not heard anyone—virtually no one—
on this side talk about a filibuster. We
want to discuss this measure at length
because it is not altogether clear what
the distinctions are between the legis-
lative proposals.

I might say, Mr. President, if I can
just complete my remarks, it seems to
me there is a philosophical approach
that is quite different in how we have
approached it and how those on your
side have approached it.

I believe Senator MITCHELL takes the
position, and that is reflected by the
majority and Democratic side, that
you must have universal coverage in
order to reduce costs. Those on this
side take the approach that we must
reduce costs in order to get universal
coverage. Hopefully, these two posi-
tions will move closer together. But
those are the basic philosophical dif-
ferences that divide us right now. I be-
lieve there is a middle course we can
pursue to achieve our goal.

Mr. DY. If I can ask one final
question. When you talk about the cost
provisions in the Dole bill, as the Sen-
ators—

The PRESIDING OFFICER. Who
yields time?

Mr. MOYNIHAN. I yield as much
time as the Senator needs.

Mr. KENNEDY. There are other Sen-
ators here.

In looking through this—and I think
this is another element in terms of the
limitations on costs—I had a good deal
of difficulty in identifying on page 82—
it basically talks about rating limita-
tions for community-rated plans. There
is no limit on how much insurance
companies can charge.

We have seen since 1986 that there
has been a 117 percent increase in pre-
miums with only a 24 percent increase
in wages. We have seen the flow lines.
Perhaps the Senator—maybe others on
that side—as we go through the day
can address that issue. I think it would
be helpful. I think we are getting into
the substance of preexisting condi-
tions, the children’s issues, how are we
going to get a handle on costs.

I, quite frankly, think we are going
to have to address the issues, at least
for me perhaps, even more effectively
than we have in the Mitchell bill. In
looking through that, I do find that it
is difficult to see where the costs would
really be restrained in the Dole pro-
posal.

Mr. MOYNIHAN addressed the Chair.

The PRESIDING OFFICER. The Sen-
ator from New York.

Mr. MOYNIHAN. Mr. President, I
want to associate myself with the Sen-
ator from Maine with respect to what
is in this bill.

Several days ago, a week ago, I of-
fered the thought that it would be
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most unwise for the Federal Govern-
ment to start lowering the number of
medical graduates who were taking
their residency in our hospitals. It
would reduce the supply of doctors. It
was agreed that this was not to be
done, as I understood.

Yet, I open to page 483, ‘‘Health Pro-
fessions Workforce and Public Health
Initiatives, Workforce Priorities Under
Federal Payments.”

We turn here, Mr. President, and we
find that we apparently have estab-
lished a National Council on Graduate
Medical Education. It says—the Sen-
ator from Maine might want to hear
this—on page 491:

ANNUAL AUTHORIZATION OF NUMBER OF Po-
SITIONS.—In the case of each medical special-
ity, the National Council shall * * * des-
ignate for academic year 1998-1999 and each
subsequent academic year the number of in-
dividuals nationwide who are authorized to
be enrolled in eligible programs in each med-
ical speciality. * * *

(b)(1) REQUIREMENT ACROSS SPECIALITIES.—

(B) REDUCTION.—For each of the academic
years * * * total determined * * * shall be re-
duced by a percentage determined by the Na-
tional Council. :

If I may say, Mr. President, this is
not my understanding of how science
proceeds. I claim no special knowledge
of this at all. But I have been a mem-
ber of the President’s Science Advisory
Council. I have been a vice president
elected to the American Association
for the Advancement of Science, the
largest organization of its kind in the
world.

I feel scientists would recoil at the
notion that work which is, by defini-
tion, unpredictable and follows ex-
traordinary paths, collapses one dis-
cipline into another and then expands
in five more—that sort of creative
process—for the Government to reach
out and require, but most importantly,
to reduce.

Do we want fewer doctors in order
that there be better health? This has
never been debated, never been ex-
plained. It just keeps coming out in
this legislation. There is a staff mem-
ber somewhere who wants this. And no
matter what we do, we keep getting it.

This is hubristic. This invites the
wrath of the gods. This invites the
death, the closing of a great moment of
medical discovery, unprecedented on
Earth. In the history of medicine, no
such thing has happened in the ad-
vances in the last 30 years made in the
United States. This is, if I may say—
and I do not wish to introduce first
amendment problems to this debate—
but this is a sin against the Holy
Ghost.

Mr. COHEN. If
yield—

Mr. MOYNIHAN. I have said all I
have to say. I have to go back in the
back room and read this again.

Mr. COHEN. I am told that the mem-
bers of the Finance Committee, the so-
called mainstream group that reported

the Senator will
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out the bill in the Finance Committee,
when they saw the actual language of
the bill, were stunned; that they found
there were measures put in the bill
that the committee reported out that
there was complete disagreement upon.
And the attitude was, well—staff’s atti-
tude was, well, since you did not dis-
cuss it, we had no prohibition against
putting it in. We had members coming
out and saying, well, I supported that
bill—what I thought was the bill—but I
do not support this legislation any
longer; that is not what we thought we
had agreed upon. Am I incorrect in
that?

Mr. MOYNIHAN. I must say there is
a staffer somewhere—not on the Fi-
nance Committee staff—who does dear-
ly love quotas for thoracic surgeons.
How he got that way, or she got that
way, I do not know. But we are on the
verge of adopting them and we will not
know we have done s0.

Mr. ROCKEFELLER addressed the
Chair.

Mr. MOYNIHAN. Mr. President, I
yield the floor. I see the Senator from
South Dakota was going to speak but
the Senator from West Virginia wants
to speak on this point.

The PRESIDING OFFICER. The Sen-
ator from West Virginia.

Mr. ROCKEFELLER. I thank the dis-
tinguished Presiding Officer.

I thought the Senator from Maine
just at the very end of his remarks
brought up an extremely ' important
point, and I think it is in fact the core
of this whole debate. That is, he said
that what the Democrats appear to
want to do is to do universal coverage
in order that you can reduce cost, and
what the Republicans want to do, to
the extent that there are differences,
what the Republicans want to do is re-
duce cost and then proceed to universal
coverage.

That takes me back to precisely the
first subject that was discussed and de-
bated in the Pepper Commission. Sen-
ator DAVID DURENBERGER was a mem-
ber of that Commission. Senator ED-
WARD KENNEDY was a member of that
commission. BoB KERREY was not a
member but attended all of the Com-
mission meetings.

And that is the core of the debate.
We debated that on our very first series
of meetings. They always began at 8
o'clock in the morning. What we de-
cided was that you cannot pick one
core or pick the other core, you have to
do both at the same time to achieve
both or other; that if you do not go for
universal coverage in the Mitchell
plan, it is not an immediate reach—it
is a step-by-step reach—that you can
by definition not control costs.

On the other hand, if you just simply
control costs, or in the Dole plan, for
example, as you cut from Medicaid and
Medicare and things of that sort and do
not return those into programs for sen-
iors but for subsidies for the poor, that
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is not going to get you universal cov-
erage.

We decided on a bipartisan basis—
there was not a single dissenting vote
in the group—at the beginning of the
Pepper Commission, as we set our basic
philosophy, we agreed that we had to
do both. We had to work for universal
coverage, which we achieved in our
plan, and cost containment, which in
my judgment we achieved but achieved
insufficiently in our plan.

I agree with the Senator. I think that
is fundamental, and I would lay down
that stipulation as a major source of
meritorious, substantive debate in
these next several weeks. We have to
do both, Mr. President. We have to
both work toward universal coverage
and we have to control cost if we are
going to make the American health
care system work.

I thank the Chair.

The PRESIDING OFFICER (Mrs.
MURRAY). Who yields time?

Mr. MOYNIHAN. Madam President,
the distinguished Senator from South
Dakota, the chairman of the Demo-
cratic Policy Committee, is on the
floor equipped with diagrams, and I
yield him such time as he may require.

Mr. PACKWOOD. Madam President,
would the Senator yield for a unani-
mous consent request?

Mr. DASCHLE. I would be happy to
yield.

Mr. PACKWOOD. I ask unanimous
consent that Peter J. Levin, a fellow
on health care on Senator MACK's staff,
be granted floor privileges during the
consideration of S. 2357, the Health Se-
curity Act.

The PRESIDING OFFICER. Is there
objection? The Chair hears none, and it
is so ordered.

Mr. PACKWOOD. I thank my friend
from South Dakota.

The PRESIDING OFFICER. The Sen-
ator from South Dakota.

Mr. DASCHLE. Mr. President, I, too,

want to express my strong agreement
with some of the points raised by the
Senator from Maine just a moment
ago.
He, like many of us, has expressed an
interest in bipartisanship and trying to
reach agreement on many of these dif-
ficult points. He indicated he, too, was
concerned about the mischaracter-
ization of much of what is being pro-
posed here. He expressed his concern
about impugning motives on the Re-
publican leader, and I share that con-
cern.

Like the Senator from Maine, I have
immense respect for the Republican
leader, as I know he has respect for the
Democratic majority leader. Yet, I
hear many remarks made on both sides
of the aisle that mischaracterize his
proposal and use hyperbole to make
points.

Last night, as we ended the debate,
there were many references made to
the Mitchell bill. In fact, if they were

CONGRESSIONAL RECORD—SENATE

just references, I would not be trou-
bled. But many opponents of the
Mitchell bill raised what they charac-
terized as three versions of a Mitchell
bill. They want us to believe that,
somehow, the majority leader, using
all of his imagination and legislative
prowess, has come up with not one but
three versions of his own bill.

That troubles me, frankly, because it
is this type of mischaracterization, as
the Senator from Maine correctly stat-
ed, that undermines our ability to have
a substantive discussion of the real is-
sues. Obviously, as concerned as I am
with complexity and the need for a bet-
ter understanding of what it is we are
talking about, I asked the majority
leader what was the basis for the
changes made. His answer was surpris-
ing.
All of the changes in the version
being characterized as a completely
new bill are on one page. This is it.
These are all the changes in the Mitch-
ell bill—one page.

This legislation is a melding of the
Labor Committee and Finance Com-
mittee bills. We have known that from
the beginning. So no one should be mis-
led into thinking we are redrafting the
entire health care reform proposal and
coming up with new versions daily.

The Republican manager of the bill,
our colleague from Oregon, is probably
as experienced a legislator as we have
in the Senate. He has had to manage
bills. He, like all of us, understands
that as you develop legislation, there
are technical corrections and other
changes that must be made. He has had
to do that himself on countless occa-
sions. And so it makes a nice prop, but
in my view it is a mischaracterization
of what is going on here. And as the
Senator from Maine so ably stated it,
it does not serve the Senate or serve
those who may be trying to understand
this debate to imply that we have com-
pletely different versions coming out
each day.

I think what is really important to
the American people, what is impor-
tant to this country, what is important
to this body, is simply to try to do
what we know has to be done. That is
what we are here for, to address our
health care problems.

I know, as the Senator from Maine
also suggested, there are differences in
philosophy. He cited one that I think is
a very fundamental difference, though
I do not think that it is necessarily a
partisan difference.

I have a mentor who is no longer
with us, who used to admonish the par-
tisanship that often comes in heated
debate and cautioned me on many oc-
casions early in my public career not
to view debates as Republican and
Democrat, but as constructive and de-
structive. Oftentimes the debate be-
comes destructive for short-term polit-
ical gain when, through constructive
analysis and constructive debate, we
can better realize our common goals.
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One of those constructive debates
that I hope will oceur is how we do
achieve the goals that we say we all
want. We talk about universal cov-
erage, and we talk about effective cost
containment. And as the Senator from
Maine implied, there are those who be-
lieve that you cannot achieve universal
coverage until you have effectively
controlled costs.

I believe, Mr. President, it is just the
opposite; that until we include every-
body in the system, we cannot effec-
tively control costs. So many of the ex-
perts who came before the Finance
Committee reiterated that point and
elaborated on why it is important. All
one has to do is think of an emergency
room today. What happens when a per-
son is not covered today? What hap-
pens is that person comes into an
emergency room for what may be a
bottle of aspirin costing somewhere be-
tween $2 or $3 in a pharmacy. But that
trip to the emergency room for a bottle
of aspirin for a young child with a fever
costs §75. That is the kind of prolifera-
tion in costs that we are trying to deal
with.

If that person walking into an emer-
gency room had comprehensive insur-
ance coverage, they would not have
had to go to the emergency room. They
would have been able to go to the phar-
macy and get whatever pain relief may
be required without exponentially in-
creasing the cost of that one visit.
That is how universal coverage affects
cost containment. That is what we are
talking about.

If people cannot get primary and pre-
ventive care, their costs are much
higher in the long run. But it is not
just running up the costs in a linear
fashion. You also cost shift those costs.
There are administrative costs in-
volved in trying to figure out who is
going to pay. Will it be the Govern-
ment? Will it be the insurance compa-
nies? Will it be the hospital absorbing
those costs? Somebody must cover
those costs. That cost shift is what we
are talking about.

Madam President, we will have many
opportunities to debate these very con-
sequential points. But I hope that, as
the Senator from Maine suggested, we
can do it with civility, that we can do
it without impugning motives of those
who may disagree with us.

As we have indicated, there is a pro-
found admiration for many of those on
the other side of the aisle who have
studied this issue and who have come
to different conclusions than some of
us have on important points.

I hope that, as we try to resolve
those differences, we can do so keeping
in mind the best interests of this coun-
try and the credibility of the Senate.

Mr. REID. Will the Senator yield?

Mr. DASCHLE. I am happy to yield
to the Senator from Nevada.

Mr. REID. I note the Senator indi-
cated that the cost of emergency room
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treatment for someone needing aspirin
is $75. I would say to my friend from
South Dakota that may be the case in
South Dakota, but in Las Vegas or
Reno that same treatment would be
closer to $300. That is going to the
emergency room in Las Vegas, espe-
cially Las Vegas, and in Reno to a less-
er degree. And the emergency rooms
are filled with people who have no
other place to go for health care. It
may be a bad sore throat or a broken
leg. But the fact is most of the people
are there as a result of not of an emer-
gency, not because of a motorcycle ac-
cident, but because they are sick and
have no other place to go.

Mr. DASCHLE. The Senator makes a
very important point. Obviously, the
costs vary as you cross the country.
Emergency room care is high-tech-
nology care involving extraordinarily
high costs. In concentrated areas like
Las Vegas, they are even higher than
they are in rural settings like we have
in South Dakota. So $75 may actually
be the minimum charge for that kind
of care. You could spend as much as
$1,000 or $2,000 for emergency care, hun-
dreds of times more than care provided
in a traditional outpatient settings.

So I think the Senator makes a very
important point. I was conservative
with my $75 estimate. It could be much
more.

Mr. REID. I would also say to my
friend from South Dakota that I have
followed this debate very closely. Dur-
ing the first days that we were working
on this, our friends from the other side
of the aisle rose and spoke on the
Mitchell bill in a negative fashion.

Now, with the other bill that has
been introduced, and we have stood to
critique that bill, suddenly, it is no
longer the way to do business here. We
should not look at what is inside the
Dole bill. Let us not look at the fact
that it does not do anything for small
business. Let us not look at the fact
that it really is not a universal cov-
erage bill. Let us not look at the fact
that it does nothing for children or
pregnant women.

I say to my friend from South Da-
kota that I think that is a responsibil-
ity we have, not in a mean-spirited
fashion, but in an effort to find out
what is in the Dole bill. I think we
have a responsibility to do that, espe-
cially in light of the fact that the ma-
jority leader took considerable time
before his bill was introduced. He took
what he felt was the best out of finance
bill, what he felt was best out of the
education and labor bill, the best that
he found in other plans that have been
proposed by the mainstream group and
others.

So, I think during the next few days
and weeks, if it is necessary, we have
to take a look at the bill that is being
talked about as being the bill that is
going to take care of health care in
this country, and that is, namely, the
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bill offered by the distinguished minor-
ity leader. Does the Senator from
South Dakota agree that we should
take a look at that?

Mr. DASCHLE. Absolutely. I think
the Senator from Nevada again makes
another point that we ought to recog-
nize. The purpose of this debate is to
analyze the different approaches pend-
ing before the Senate so that we can
come to some conclusions about which
is the most appropriate course of ac-
tion. I think that is the whole purpose
of having a good, healthy debate about
the different options available to us.
We hope to do that again in a civil
way, in a way that recognizes dif-
ferences in philosophy and approach,
but also recognizes the consequences of
making the most appropriate decision.

The reason I have always felt the ma-

jority leader’s bill was so critical to us
is that, frankly, it does what we have
said all along must be done if we are
going to achieve meaningful reform
and provide health care for all Ameri-
cans. At the end of this process, we
must accomplish our primary goals—
offering greater choice, controlling
costs, putting emphasis as the Dodd
amendment does, on good primary and
preventive care, especially for preg-
nant mothers and children, and provid-
ing opportunities for higher quality
care.
In South Dakota these are all very
serious concerns. How do we achieve
good quality? How do we achieve mean-
ingful cost containment? How do we
achieve greater emphasis on primary
and preventive care? How do we get
universal coverage? The Mitchell bill
makes a substantial contribution to
that goal by melding the Labor and Fi-
nance Committee bills, which have
been developed over many, many
months.

Mr. KENNEDY. Will the Senator
yield for a question? As the Senator
mentioned, the melding together of the
two different committee bills—is the
Senator familiar with the fact that ac-
tually in the Labor Committee we had
51 hearings on health care since the in-
troduction of the President’s bill and a
markup, and Finance held 30 hearings
from September to June 1994. So those
are 81 days of hearings with good rep-
resentation of the Senate on that
which has been included.

Mr. DASCHLE. I think the Senator is
absolutely right. There has been an in-
credible amount of debate and analyses
in both the Labor Committee and the
Finance Committee. I know the Sen-
ator from West Virginia has held many
hearings in the Veterans' Committee
to explore how veterans would fare
under health reform.

We have listened to witnesses from
across the country—frankly, from all
over the world; we have had people
from other countries who have come to
Washington to share their concerns
and their experience with us.
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Our colleague from Oregon has been a
significant participant in those hear-
ings. I do not know that he has missed
a hearing. That demonstrates the kind
of interest, the kind of thoughtful
study that has gone into the process so
far.

Mr. KENNEDY. Can I ask a question
in one other area of public policy?

Mr. DASCHLE. Yes.

Mr. KENNEDY. I know the Senator
has been interested in this. We were
talking earlier today about the dif-
ference between the Mitchell bill and
the Dole bill and how it treats preexist-
ing conditions. I would just like to ask
whether my understanding of the dif-
ference between the two bills is accu-
rate—which is enormously important
to families all over this country. There
are about 44 million Americans who
have some disability, and the 87 mil-
lion American families have been
touched by it. As I understand it—and
correct me if I am wrong—under the
Dole provision, if you are treated for
an illness or a sickness anytime prior
to the 3 months before you have an ap-
plication or get your insurance, then
the preexisting condition will not be
treated for the next 6 months, will be
excluded. As I understand it, that is
the position of the Dole bill.

On the other hand, on the Mitchell
bill, you have what is called the am-
nesty provision, so that anyone who
has a preexisting condition can be cov-
ered. During the first enrollment time,
the exclusion of preexisting conditions
is waived, if it is the first time. Second,
if that individual is receiving any kind
of subsidy, which means that they are
moderate-income working families,
then that exclusion of preexisting con-
ditions is waived, and the bottom line
is that by the year 2000 all of it is
eliminated, all preexisting conditions,
as barring participation in the insur-
ance program.

I am just asking the Senator if that
is his understanding, because as we
were talking before during the course
of the debate, we are finding out many
people are using these words: *“We are
for universality, cost containment,
elimination of preexisting condition,”
but when it comes down to it, we are
going to find out what is going to be in
the different legislations. On the one
hand, under Mitchell, by the year 2000,
preexisting conditions are eliminated;
and, second, if you have the subsidy,
the preexisting condition is effectively
eliminated. Third, for the first-time
enrollment period, after this bill goes
into law, it is a clean deck, an am-
nesty. You have those three protec-
tions for individuals.

I daresay I am sure the Senator
would wish, as I do, that the day the
bill is passed, we would have what ex-
ists in the Mitchell bill for the year
2000. Nonetheless, we are making a
commitment to all Americans that
may have heart disease, cancer, diabe-
tes, juvenile diabetes, or may have had
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any range of health care needs, that
those preexisting conditions are going
to be out. On the other hand, I have
difficulty in finding in the Dole bill
any of these kinds of protections. And
the one that I have stated—that is, if
you have been treated for the 3 months
prior to the time you are in, you are
excluded for any kind of additional
treatment for 6 months. Generally
speaking, that is a time when you need
help the most, because you have lost
your job, because you are not able to
perform your work, and you are going
to be hard pressed.

That is something that I just ask the
Senator, whether he agrees with me,
and if that is his understanding of the
difference; and second, if he agrees
with me that it is a major, major dif-
ference between the approach of the
majority leader and the minority lead-
er.

Mr. DASCHLE. Madam President, I
think the Senator characterized the
bills accurately. In fact, I think that is
exactly why we have the situation we
have now with regard to the two bills.
There have been many references made
to the length of this bill—1,400 pages.
Some reference was made to the fact
that the Dole bill is a lot smaller. Well,
it is half the size because it does half as
much.

One of the most important things
that it leaves out, in my view, is the
very issue that the Senator from Mas-
sachusetts raises. If there is anybody
who ought to be concerned about what
we do in health reform, it ought to be
those today with preexisting condi-
tions. Most are hard-working American
people, and they are the ones who
would give almost anything to have
greater access to doctors, hospitals,
and insurance plans, but they are
locked out and they and often their
children have no access to health in-
surance.

So what happens, obviously is that
the costs go up for them, for the sys-
tem, for everybody involved. That is
really one of the most important dis-
tinctions I would draw between the two
bills.

We have to be able to say at the end
of the day that we have addressed the
concerns of all Americans with pre-
existing conditions. We cannot leave
them out. The majority leader’s bill
does address their concerns, and I
think that is one of the most impor-
tant differences that ought to be recog-
nized in this debate.

I yield to the Senator from Nevada.

Mr. REID. Senator DOLE's plan limits
but does not eliminate preexisting con-
ditions. Under the Dole plan, insurance
companies would still be able to deny
coverage for preexisting conditions for
up to 1 year. That is section 21-111 of
his bill. While most universal coverage
plans use preexisting condition limita-
tions as a necessary transition to them
before universal coverage is reached,
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the Dole bill never achieves universal
coverage. It never even comes close.
Thus, there is no reason to believe the
exclusion in the Dole bill, as indicated
by the Senator from Massachusetts,
will ever go away.

If I could ask the Senator from Mas-
sachusetts—if I can get the attention
of the Senator from Massachusetts. We
talk about preexisting conditions, and
I think the American public thinks of
someone in very, very bad shape, al-
most ready to die, like a heart attack
or having cancer. But the fact of the
matter is—I am asking the Senator if
he agrees—preexisting conditions could
be a skin problem. Someone may have
had a skin cancer on their face, or they
could have orthopedic problems and
they are denied coverage.

Is the Senator familiar with cases
like that?

Mr. KENNEDY. The Senator is abso-
lutely correct. In so many of these in-
stances, as we have heard in the course
of those hearings, you have individuals
who may have had a heart attack. And
I can think of one woman in
Belchertown, MA, Kathy Wojnar, who
had worked in a vineyard in California,
had a heart attack, then moved back to
Massachusetts. She wants to work, but
she not only cannot get work, but she
cannot get any health insurance, ei-
ther—and she would be glad to partici-
pate and glad to pay, and she has a
pretty good prognosis. All of us would
hope for her for the future. But she has
worked all of her life, and she wants to
work. She told us that she cannot get
a job, because no one will hire her with
her health condition.

Those are real-life stories. It is not
only her circumstances, but scores of
others, as the Senator has described.

Mr. DASCHLE. That is the point I
think we need to constantly keep in
mind. There are human faces behind all
of this, and human experiences that go
beyond statistics and reports and testi-
mony.

Obviously, the Senator from Nevada
is as sensitive as anybody in the Cham-
ber to those faces and to the extraor-
dinary implications of failure to act.

Madam President, I know that our
time in this round is drawing near. I
know the Senator from Illinois has a
very important matter to which she
must attend, and we have agreed here
on the floor that she could utilize the
remainder of our time in this round
subject, of course, to the managers’
agreement.

Mr. MOYNIHAN. So everyone will be
clear, we do not have rounds. We just
have 7 hours, equally divided. We would
like to alternate, as we would do nor-
mally. But the Senator from Indiana
graciously suggested that the Senator
from Illinois might want to speak now
as she has a very pleasant family duty
to attend.

S0 I yield to the Senator such time
as she may desire.
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Ms. MOSELEY-BRAUN. Madam
President, I thank very much the Sen-
ator from New York, the Senator from
South Dakota, and Senator PACKWO0OD,
for their courtesy.

I mentioned earlier that the Senator
from New York was kind enough 2 days
ago to mention my son’s 17th birthday,
and it was the first time in 17 years
that I was not with him on his birthday
because we were here, engaged in this
historic debate.

Madam President, I would like to
share a story with you briefly, as I talk
about health care reform in a context
that to me makes all the difference and
why this is so important. When I de-
cided to run for the U.S. Senate, I had
a conversation with my son Mathew,
who was then 15, who said to me: ““You
know, Mom, your generation has left
this world worse off than you found it."”

That was like a body blow to me at
the time. Of course, I disputed him
about that. I said to him: ‘“You are
wrong. My generation does this and
thjs‘li

For everything I had to say to him,
he had a response as I guess one would
expect from a 15-year-old who knows
everything.

In any event, when I got here I made
a point to take a look at some long-
term issues that Mathew referenced in
our conversation over dinner that
night.

So following last year's budget de-
bate, I asked and was appointed to
serve on the President’s Bipartisan
Commission on Entitlement and Tax
Reform. Just last week, that Commis-
sion issued its findings on the long-
term trends this country is facing. Let
me just talk about a couple of those
findings in the context of health care
reform.

Finding No. 1 states, that by the year
2012, ‘““‘unless appropriate policy
changes are made in the interim, pro-
jected policy outlays for entitlements
and interest on the national debt will
consume all tax revenues collected by
the Federal Government'’ all by the

year 2012.
It goes on to say that, by the year
2030, ‘‘unless  appropriate policy

changes are made in the interim, pro-
jected spending for Medicare, Medicaid,
Social Security, and Federal employee
retirement programs alone will
consume all tax revenues collected by
the Federal Government.”

That finding also estimates that ‘‘if
all other Federal programs (except in-
terest on the national debt) grow no
faster than the economy, total Federal
outlays would exceed 37 percent of the
economy. Today, outlays are 22 percent
of the economy, and revenues are 19
percent.”

Finding No. 4—and this is important
with regard to this debate—goes into
the trends in health care expenses. It
states that ‘‘the growth of public and
private health care costs poses an im-
mediate problem that must be ad-
dressed.”
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It goes on to state that ‘‘Federal
health care spending has been increas-
ing at annual rates averaging 10 per-
cent or more during the last 5 years,
far in excess of overall economic
growth. Private sector health costs
have increased comparably.”

Now, Madam President, I would like
at some later point in this debate to go
further in detail about why health care
costs are rising so high and why they
are so far outstripping the growth in
our economy.

We have a chart which shows even if
we control health care inflation, Fed-
eral health care spending doubles by
the year 2030.

There are other charts in this re-
gard—and again I will, at another time
when there is more time, discuss the
cost implications of the rising explo-
sion in health care spending, address
them.

However, Madam President, there
has been a lot of discussion in the con-
text of the health care reform debate
about partisanship. I have to tell you
that the findings of the Entitlement
Commission are entirely bipartisan.
The Commission's membership in-
cludes 12 Members of the Senate, 6
Democrats and 6 Republicans, and 10
Members of the House of Representa-
tives, 5 Democrats and 5 Republicans.
All but one of these Members voted for
the findings I just quoted to you, be-
cause they are facts that we absolutely
have to face up to.

It seems to me that in this debate
that is the most important thing that
we can do, to face up to the economic
facts. The Entitlement Commission
was formed because Congress and the
President recognized that the current
trends are not sustainable, and the
only way to address those trends in a
way that avoids imposing real pain on
large numbers of real people is to act
now.

Without action on comprehensive
health care reform, without action to
restrain the growth of private health
care costs as well as public health care
costs, the American people, including
85 percent of the American people who
have health insurance now, face a fu-
ture of less and less access to medical
care, of higher and higher costs out of
their own pocket, and of greater and
greater risk of losing their health in-
surance altogether.

Madam President, let us make no
mistake about the importance of this
debate. Inaction will not protect Amer-
icans access to high-quality, affordable
health care. In fact, just the opposite is
true. Inaction will virtually guarantee
that the access of most, if not all,
Americans to high quality, affordable
health care will be eroded and ulti-
mately lost.

Again, I call you back to the con-
versation with Matthew. His percep-
tion at the time was actually sup-
ported by the findings of the Entitle-
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ment Commission, and that is why it is
absolutely imperative that we move
and do something specific about this
issue now.

So, Madam President, if we are to
keep a health care system of which we
are justifiably proud, and I think it is
fair to say that America has the great-
est health care system in the world, if
you can afford it and access it, if we
are to keep a good quality health care
system, if we are to keep health care
affordable and available for the 85 per-
cent of our population who now has in-
surance, and if we are to deal with the
15 percent of our population who does
not now have insurance, if we are to re-
duce that figure, even if we simply
want to keep it from growing dramati-
cally, we must face our health care
problems and face the long-term health
care costs trends, we must act.

I would be the last one to say that
the Mitchell bill represents the be all
and the end all in terms of an answer
to these cost trend problems. It is not.
The cost controls in the bill can and
need to be strengthened, in my opinion.
The Mitchell bill, however, does rep-
resent a solid start in the right direc-
tion to put us on the road to achieving
the goals that the Entitlement Com-
mission spoke of. We need to work on
it in a bipartisan way. We need to work
with colleagues on both sides of the
aisle to achieve the goals that are so
important to rein in the growth in
costs in health care and to preserve the
kind of quality system that I believe
we have.

We are right now in the midst of a
historic debate, and I know everyone
who has spoken to this issue has talked
about that. Many believed that this
time would not come. I listened to con-
versations and debate referencing all
the years of trial and error in this re-
gard.

Just in this session of the Congress,
the Finance and Labor Committees of
the Senate have held over 100 hearings
on health care reform and, as Senator
MITCHELL said the other day, President
Truman proposed reform in 1940’s,
President Nixon proposed reform in the
1970’s, and 50 years is not rushing any-
thing. I agree it is an enormous task
and a complicated one, but quite frank-
ly that is what we were elected to do,
to tackle enormous problems and to
answer complicated questions.

We hear continually from people
back home that they are happy with
the health care and they are afraid of
reform. They do not know what all this
means. I would submit that quite
frankly what we are dealing with in
that regard is what I call the 1,000
points of fright. There has been an
awful lot of misinformation out there
about what is going on, and frankly, it
stands to reason that you will have
misinformation where there is com-
plication. You always have people put-
ting out road blocks and diversions and
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side tracks when you are on the road to
genuine change.

But let me say this: I believe that we
can achieve that change. I believe that
that change is imminent if we work to-
gether in the best interest of the coun-
try to preserve a quality health care
system and to address the long-term
trends that the Entitlement Commis-
sion spoke of.

Madam President, from the begin-
ning of this debate, I have referenced
what I call the four cornerstones of re-
form, and those four cornerstones of re-
forms are universal coverage, which is
so important I believe, cost contain-
ment, maintaining the quality of care,
and retaining freedom of choice for the
American people in terms of the health
care delivery and the providers of
health care.

I believe we can achieve those four
cornerstones if we approach this debate
in a bipartisan way, if we approach this
debate with the view to the long-term
trend, as well as a view to all that af--
fects us not only in the global macro-
economic sense because it has this kind
of implication, but also in the personal
sense, how it affects people where they
live, what actually is going on in the
world of people who need health care.

I recently received a letter, Madam
President, from a constituent that de-
scribed her family's experience in ob-
taining insurance. The Pascals are self-
employed people and they have three
healthy children. Over the past 8 years
they have been forced to change insur-
ance carriers six times. The first com-
pany increased the rates on their indi-
vidual family policy by 600 percent in a
5-year period.

Finding the cost of that plan prohibi-
tive, the Pascals joined a group plan in
order to lower their costs. Unfortu-
nately, the group was dropped because
one of the members of that group got
sick. The family then moved back to
an individual policy, but due to a 65-
percent rate increase after the first
year, they could not afford that any
longer either. So in desperation they
settled on a catastrophic coverage plan
that has no preventive care in it, that
requires a $5,000 deductible and that
limits the providers they can go to.

So now the Pascals find themselves
in the situation where they can no
longer take their children to the pedia-
trician.

And that, it seems to me, is out-
rageous. This family has done every-
thing right, they have even managed
not to get sick, but affordable, com-
prehensive health care coverage is still
beyond their reach.

Clearly, our system should not work
this way, not for the self-employed and
not for the employed with employer
provided coverage.

Statistics indicate however that over
half of employed Americans who re-
ceive coverage from their employer
have had their health benefits cut back



August 13, 1994

or had their employee contributions in-
creased during the last 2 years.

No wonder, Madam President, a re-
cent poll said that 60 percent of the
American people were still worried
about losing their current coverage.

Madam President, I used the Pascals
as an example. I am sure we will hear
and have heard many, many more indi-
vidual stories. But the fact of the mat-
ter is that this system really is broke.
It is not working for ordinary people.
It is not working for working people.

It is something of an anomaly that
we now have a system in which the
very wealthy can have health coverage,
the very poor can have health cov-
erage, and everybody in the middle is
worried about it, either they cannot
access it or afford it because they are
self-employed or in job lock because
they cannot leave because of a pre-
existing condition or, alternatively,
the cost of the health care that the em-
ployers are providing is going up and
up and up, millions of Americans like
the Pascal family cannot afford insur-
ance. Our Government cannot afford it.
Our Nation cannot afford it. We abso-
lutely have to have an imperative to
change.

Last year, our country spent $1 out of
every 37 on health care. That amounts
to about 14.3 percent of our GDP and a
total of $898 billion. And we know,
again, health care costs are rising at
twice the rate of inflation still. Medi-
care and Medicaid take up almost a
quarter of the entire Federal budget. *

And so, we are looking at these esca-
lating costs and wondering what, if
anything, we can do.

I believe that we have now a window
of opportunity to begin to correct the
situation and fix this problem.

As I see it, we now have two options:
One is to use the Mitchell bill as a base
for building health security for the
American people. The other is to use
the Dole plan as the basis.

But in any event, we have to, I think,
achieve the four cornerstones and we
have to build on this bill, or a com-
promise of the two or a variation of the
two, we have to build on what we have
introduced here to come up with a plan
that gives us universal coverage, that
really, genuinely puts us on the road to
universal coverage. Because, quite
frankly, without it, we will continue
with the cost shifting that has esca-
lated the cost of health care in this
country.

We have to maintain choice. We have
to maintain high-quality care and we
have to achieve cost containment. I
hope the cost containment imperative
of this issue does not get lost in the de-
bate, because that, after all, has impli-
cations for the Matthew Brauns,
Madam President, for your children,
and for these pages sitting here. If they
are going to have health care, we have
an obligation to fix this non-
functioning system.
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Madam President, I believe the
Mitchell bill puts us on the road to-
ward universal coverage. According to
CBO, it will reach 95 percent by 1997.
And the employer mandate, of course,
will result in universal coverage by the
year 2002,

I do not think, frankly, the Dole bill
achieves that to the same extent. I be-
lieve the Mitchell bill, based on my ini-
tial reading of it, significantly im-
proves and expands coverage for mil-
lions of Americans. All children and
pregnant women up to 300 percent of
the poverty level will be covered. And
that is $44,000, Madam President. That
is a pretty elastic range.

Preexisting condition exclusions will
be eliminated under the Mitchell bill.
Coverage will be portable. In other
words, a person can move from job to
job and still not lose coverage.

Insurance discrimination based on
age and geographic location will be
eliminated. I do not believe, again,
that Dole bill achieves that.

But I was delighted to hear my col-
leagues on the other side talking about
wanting to work together to try to fine
tune and do these things in a biparti-
san way to achieve a bipartisan consen-
sus on this issue.

The Mitchell bill also guarantees
choice, which was one of my other cor-
nerstones of reform. Every American
will have a choice of at least three pri-
vate insurance plans—fee for service,
HMO, or point of service.

The Federal Employee Health Bene-
fits Program, available now to Con-
gress and to most Federal employees,
will be available to many more Ameri-
cans.

The Mitchell bill—and I think this is
important, Madam President—will also
maintain the high quality of care that
we have in this country. Funds will be
made available through assessment on
premiums for graduate medical edu-
cation, for biomedical research and for
health care services research.

A National Quality Council will be
established to keep the goals of high
quality in place.

Consumer information and advocacy
centers will be created to give people
information about health care services
and to hear grievances.

Query: Where do you go for a griev-
ance about the way your insurance
company treats you today or the
health care servicas that you receive
today? That is a step forward in regard
to quality.

And the health plans must ensure
that enrollees have access to specialty
care, which is so important when it is
your kid who needs something special
that is not within the range of the gen-
erally provided services, when your kid
has a special condition. That is so im-
portant.

The Mitchell plan, I believe, also has
included cost containment measures.

Again, I would like to work with the
chairman of the Finance Committee
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and others. We are going to have to
strengthen cost containment. I think
that is something that has to come out
of this debate and I think will come
out of this debate.

Madam President, I know everybody
wants to speak on this issue. I have
been saying for months that the Senate
was going to act as a committee of the
whole with regard to this important
issue and I am sure that that is cor-
rect.

The chairman of the Finance Com-
mittee has been more than gracious
with me. I have more to say. In fact, I
have several pages more to stay, but I
will not say it right now. I will wait
until another more appropriate time in
this debate. We will come back and I
am sure I will have other opportuni-
ties.

But I wanted to thank my colleagues
for this opportunity today to say that
we owe it to the Mathews of the world
to address this issue as Americans—not
as Republicans, not as Democrats, not
squabbling over every dot and tittle of
every line, although the dot and tittles
have to be worked out, because, after
all, the devil is in the details, is it not?

But the fact is, we have an obligation
as Americans to fix this non-
functioning health care system, to pro-
vide coverage to every American, to
maintain the high quality of health
care that we have in this country, to
maintain the opportunity for people to
choose, and to get the cost contain-
ment that will preserve the future for
these young people.

Madam President, I am just so de-
lighted at all the hard work that has
gone into this debate. I very much look
forward to working with my colleagues
in a bipartisan fashion to achieve the
goals of this bill.

My assistant just passed me a note
which said, **You forgot to speak about
the Dodd amendment,” which I have
more pages on. I will defer until Mon-
day to speak to the Dodd amendment
specifically. I will support it. I hope
Dodd will add me as a cosponsor of the
amendment. I think it is the right di-
rection.

Again, I congratulate my colleagues
and thank them for the opportunity to
have a few words about this issue.

The PRESIDING OFFICER. Who
yields time?

Mr. MOYNIHAN. Madam President,
may I simply use this quick occasion
to thank the Senator from Illinois for
her able and thoughtful remarks and
for the emphasis on a bipartisan ap-
proach. That is how we are going to get
something that we are not only going
to enact but is going to stay enacted.

It was a wonderful note on which to
get off to that birthday celebration.

I thank the Senator very much.

Madam President, before I yield the
floor, I would like to thank the Sen-
ator from Indiana for his courtesy.

The PRESIDING OFFICER. Who
yields time?
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Mr. PACKWOOD. I yield such time as
the Senator from Indiana may
consume.

The PRESIDING OFFICER. The Sen-
ator from Indiana is recognized.

Mr. COATS. Madam President, I
thank the Senator from New York for
his kind remarks, as well as the assist-
ance that I have received over the last
several weeks in trying to understand
the health care legislation from the
Senator from Oregon.

Madam President, not to be the
skunk that spoiled the picnic in this
wonderful spirit of bipartisanship this
morning—the rhetoric obviously cooled
down from where we were last evening.

Let me just comment briefly, before I
give my statement, on some of the dis-
course that has taken place here this
morning, because it does relate to the
discussion that took place last evening
relative to the implication and ex-
pressed charge that Republicans were
attempting to deny the supporters of
the Mitchell plan from moving forward
with their bill when I think it is clear
that what we are attempting to do is
trying to understand the nature and
the complexity of the bill that is before
us and seeking time to understand
what all of this means. Just this morn-
ing we have had two differences of
opinion relative to what the legislation
seeks to propose. One of the Senators
from the other side of the aisle indi-
cated that there were no specific
quotas as to medical specialties. That
was corrected by the Senator from New
York when he pointed to page 491 of
the bill that is now before us, the
Mitchell III bill, which specifically
states, in section 3013, under title I:
‘‘Annual Authorization of Number of
Specialty Positions.”” Line 16 begins:
“In the case of each medical specialty,
the national council shall'—not may—
‘‘the national council shall designate
for academic years 1998-1999, and each
subsequent academic year, the number
of individuals nationwide who are au-
thorized to be enrolled in eligible pro-
grams in each medical specialty.”

It then continues on for 16 pages de-
scribing how this is going to be applied
and setting out specific percentages.

Beginning in 1998 and 1999 it says:
““The percentage of the graduating
class that completes the eligibility
programs in primary care shall not be
less than 39 percent; in 1999-2000, 44 per-
cent; then in 2000-2001, 49 percent; then
academic year 2001-2002, 55 percent."”

It is interesting to note there is a re-
quirement in here for a study of the
impact of this, but that study is not
due until January 1, 2005. So the deci-
sion, obviously, has been made without
the understanding of Senators, as was
indicated on the floor by the Senator
from New York. The decision has been
made to go forward with a quota sys-
tem designating which specialties are
eligible under this program. And then
after it is implemented, we will have a
study back to us in the year 2005.
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It is this type of confusion, it is this
type of mandate that exists throughout
this entire 1,433-page piece of legisla-
tion that is precisely why many of us
believe that we need to take our time,
to analyze what is here, to analyze
what it is this bill seeks to accomplish
and what implications it is going to
have, not only on our health care sys-
tem but our economy as a whole and on
all 250 million Americans that will be
subjected to the provisions of this act.

We have struggled this week to un-
derstand what this bill purports to ac-
complish. We were delivered a copy of
the original Mitchell bill. In fact,
many outside organizations delivered
pieces of paper to our office asking
Members to pledge to read the entire
bill before they vote on it. They said it
is not fair to impose on all of us as
Americans a new health care system
unless you, the Representatives and
Senators, understand what is in it and
read it. I signed that pledge and I
began reading the original Mitchell
bill, only to be surprised that a second
bill was then brought before us. I was
part way through a massive tome,
weighing 14 pounds, trying to under-
stand the complexity of it and cross-
referencing all the sections and then I
was suddenly given a new 14-pound bill,
“By the way we have made some
changes.”

The Senator from North Dakota said,
*“Those changes just fall on one page. It
is unfair to imply that the Mitchell IT
bill, which is of the same size, is a com-
pletely new bill.”” In that respect he is
correct, partially correct, because it is
not a completely new bill. But that so-
called ‘‘one page of changes” simply
lists the titles that are changed and
the sections that are changed. I point
out that the changes are comprehen-
sive, and take extensive cross-referenc-
ing and understanding to see what
changes have been made.

In title I alone, 33 sections were
changed. That means we have to check
every one of those sections to see what
the change is.

In title II, six sections were changed
as well as subtitle D.

In title III, 27 sections were changed
as well as subpart B of part 3 of sub-
title D, and on and on it goes. The en-
tire subtitle A changed of title VIII,
subtitle B of title IX, and of title XI it
says: ‘‘all.” So in title XI it is all
changed. Which means we have to dis-
card title XI in the original bill, pick
up title XI in the second bill and at-
tempt to understand the difference.

This relates back to the question of
the quotas under medical specialties,
because it says here in title III that
section 3012 is changed. Section 3012 is
what I just quoted from; 3012 and 3013 is
all part of subpart B, Authorized Posi-
tions in Specialty Training.

So this is the difficulty that we face.
That is why we simply are asking for
time to review and analyze the bill and
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understand the bill and understand its
implications. What we learned this
morning is that the floor manager of
the Mitchell bill, the chairman of the
Finance Committee, arguably the indi-
vidual in this Senate body who knows
more about health care than any of the
rest of us, was astonished to find that
this bill, indeed, despite what he
thought were the Finance Committee
recommendations to the staff, that this
bill indeed includes a 16-page section
authorizing specialties.

If that is a discovery to the chairman
of the Finance Committee, who knows
more about health care than anybody
else in this body, you can imagine what
that says to a relatively new Member
of Congress who does not serve on that
committee relative to what may or
may not be in this bill. I think that is
all the more reason why Members need
to read and understand and staff needs
to analyze exactly what it is we have
before us in this legislation and why
there should not be a rush to finish or
move legislation in this body. We are
up against a time pressure. Members
have had to cancel plans with their
families, cancel plans with their chil-
dren who will be going back to school
very shortly. The thought is we need to
move ahead and get this thing out of
here, we will put the finishing touches
on it later, so we get at least some
semblance of a break.

But we are dealing here with perhaps
the most important piece of legislation
that this body may have ever dealt
with. It certainly has more implica-
tions for our economy and obviously
more implications for our health care
system—which encompasses one-sev-
enth of that economy—than any other
piece of legislation that we have ever
faced. That is why we feel it is impor-
tant to take some time to understand
what it is we are dealing with and
make sure we have a right to be heard,
each and every Senator, on our senti-
ments regarding this bill.

I would also like to correct another
misimpression that has been left. That
is that the only Members of the Senate
or of Congress who have a vision of
health care for America—or who care
about this issue—are supporters of the
Mitchell bill or the Kennedy bill or the
Clinton bill. The Republicans simply
want to stop all changes, stop all re-
form. They are just simply naysayers
who have no health care thoughts of
their own. I think that implication is
wWrong.

As the Senator from Maine [Mr.
COHEN], eloquently outlined this morn-
ing, he has been a proponent of health
care reform for a number of years, even
devised his own plan—even submitted
his own legislation—and has been ac-
tively working, as many of us have, for
a number of years to try to grasp what
is going on in health care, to try to un-
derstand what changes need to be made
and should be made to make it a more
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efficient system and more accessible to
all Americans; and try to bring about
those reforms which will preserve what
is arguably and, I think, demonstrably
the most effective health care system
in the world, that provides more qual-
ity care to more people than any other
system; to retain the benefits of that
system, to retain what is good about
that system and make reforms and fix
those areas that are wrong.

Republicans have offered a variety of
plans. Senator NICKLES offered a com-
prehensive plan. Senator GRAMM has
offered a plan which I collaborated on
and which incorporated the concept of
medical savings accounts—which I will
talk about in a moment—which I think
truly goes to cost containment and
may be perhaps the only concept that
truly affects, in the longrun, effective
cost containment.

We have had the Lott-Michel bill. We
have had a number of other proposals
floating around here from Republicans
who are sincerely interested in making
changes. Senator CHAFEE has spent
years working with a group in propos-
ing legislation. Senator PACKW0OD and
Senator DOLE now have a plan on the
floor before us.

So the implication that Republicans
do not care, that Republicans just sim-
ply want to say no to anything, that
we are just simply out to submarine
and torpedo the President, no matter
what is proposed for health care, that
implication is wrong. I think those who
have followed the issue know that it is
Wrong.

When I came to the Senate in 1989
and tried to evaluate the issues that we
would be dealing with during my time
here, at the top of the list was health
care reform. I told my staff: “This is
going to be a major—if not the major—
domestic issue of the nineties that the
Senate will have to grasp and have to
deal with, and I don't feel I am pre-
pared to deal with that. I think I need
to do a lot of homework and we, as a
staff, need to do a lot of homework." I
employed people who had an under-
standing and knowledge of the health
care system, and they have worked
diligently to try to incorporate ideas
and gather information and bring me
up to speed on what is happening in
health care.

I have traveled the State of Indiana
visiting hospitals and emergency
rooms and outpatient clinics, visiting
community health centers and migrant
health centers, talking with doctors
and nurses and physical therapists, and
ambulance drivers and patients and re-
cipients of health care. I have visited
nursing homes. I have held town fo-
rums and health care meetings, I have
brought in experts, all in an attempt to
understand this massive health care
system that exists in the United
States, and understand what might be
right with it and what might be wrong
with it.
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Out of that effort, we produced a
piece called “A Hoosier Model for
Health Care Reform.” This was pub-
lished in 1990. It conceptually discusses
what this Senator believes are the
major problems in health care, and pro-
poses solutions to those problems. It is
a model based on my experience in In-
diana and based on the experience of a
number of health care providers and
consumers in Indiana.

I will just read the table of contents
to show how it addresses what I think
are some of the concerns that have
been raised here:

The Coats health care plan confronts the
fear of rising costs; section 2, How the Coats
plan confronts the fear of rising costs; 3, How
the Coats plan confronts the fear of losing
coverage; 4, Supplements to the Coats plan,
women, children, seniors and fighting dis-
ease.

It incorporates the models of the
medical savings account, which I ref-
erenced just a few moments ago, as a
cost containment measure and an inno-
vative way of providing health care in-
centives for individuals to become ac-
tual consumers of health care.

So that it is not a third party mak-
ing a decision about who pays the bill
and how much that bill will be, but the
actual beneficiary of the health care is
an active participant in determining
the cost of health care.

It is interesting that in this country,
we shop, we are consumers for just
about every product and every service
in America. We would not think of
going to the car lot to buy a new car
without checking down the street or
across town with a competitor to see if
we could get a better deal. We would
not think of buying a television simply
by picking up the phone and saying,
“Just send me a 35-inch, I don't care
what it costs.”

But in health care, the guestion is
not is there a more cost-effective way I
can receive the benefits of health care;
is there an alternative treatment that
will not cost as much; can I get the
same drug or the same diagnostic pro-
cedure or the same treatment some-
where else for a better price? Those
questions are never asked.

The only question asked is: Is it cov-
ered by my insurance? And if the an-
swer is yes, it is covered by my insur-
ance, then we do not care who provides
it or how much it costs.

The medical savings account is a way
of putting that decision in the hands of
an individual. I will just give one brief
example of how it works.

A woman in Indianapolis called me
and said, “I finally understand the ge-
nius of the medical savings account.”
She said, “I have reached the age
where it is important that I get an an-
nual mammography, a mammogram.”’
She said, *'I called up the local hospital
and said I would like to schedule a
mammogram, how much does it cost?”

They said, ‘‘$250.""

.
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She said, ““Wow, that seems like an
awful lot of money.” She said, *“Do you
guys ever have sales?”

And they said, “Well, no, we don't
have sales, but we offer, in the week
preceding Mother's Day every year as a
special attraction to women to encour-
age them to get a mammogram, we
offer it for $50 during that week before
Mother’s Day."

She said, '‘Sign me up."” She said, ‘It
suddenly dawned on me that if some-
one else is paying the bill, I don't care
whether 1 get it in March or May, or
whether it costs $50 or $250. But if I am
paying the bill and I stand to benefit
and save by getting the same procedure
for a better price, then I'm going to
look and shop for that procedure at an
effective price.”” She said, “'I would
have saved $200 had I been a consumer
under a raedical savings account.”

Medical savings account simply says
that as an employer or individual, you
can choose to go outside of employ-
ment and protect yourself with a cata-
strophic policy, protect yourself from
the excess medical costs that can take
away a lifetime of savings or run some-
one into bankruptcy.

So you buy a policy that covers all
expenses over $3,000, and you take the
$3,000 that you normally would have
put into purchasing an insurance pol-
icy and you put it in an account in
your name, just like an IRA, except
this is an MSA, medical savings ac-
count, instead of an individual retire-
ment account.

That medical savings account is in
your name and your family's name,
and it can be used for the first $3,000 of
medical expenses. To the extent you do
not spend it on medical expenses that
year, that savings rolls over tax free
and accumulates toward retirement. It
can be used then to purchase a long-
term care policy, it can be used to sup-
plement Medicare or a number of other
medical purposes.

To the extent that you use all that
$3,000, you kick into the catastrophic
coverage policy and that covers all
your extra expenses. So the employee
or the individual is not out any more
money. They simply are spending it in
a different way. But the difference is
that they have a personal incentive to
be cost conscious in terms of purchase
of health care. It is the only way that
I have discovered that truly will affect
human behavior which will truly affect
health care costs.

Right now about 10 percent of Ameri-
cans, I think, eat shredded wheat with-
out sugar on it in the morning, or some
kind of fiber cereal which tastes like
oats that you give to the horses. They
choke it down every morning because
it is good for their health. The rest of
us are into all this sugar stuff that
dominates the shelves, and so forth.
Ten percent of us, I think for altruistic
reasons, say I am going to do what is
good for my health—eat right, exercise,
so forth.
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I met with one of the Nation’s lead-
ing cardiologists. He said, ‘““You know,
Senator, 90 percent of the patients that
come into my office are there because
of bad choices that they have made.
They are either overweight or under-
exercised, or they smoke too much or
they drink too much or they engage in
behavior that ends up giving them
heart problems.” Ninety percent.

As I said, about 10 percent of us will
do those things necessary to substan-
tially reduce the risk. Some of this is
obviously genetic and some of it is just
a fact of life with which we need to
live. But most of us will not exercise
the discipline because there is no fi-
nancial incentive to do so.

But it is amazing how Americans re-
spond to financial incentives. It is
amazing how we can change behavior
when it affects our pocketbook, when
it affects the amount of disposable in-
come we have.

A medical savings account provides
that incentive. It seems to me, if we
truly are going to get at health care
costs in this country, we have to pro-
vide a means, a way for people to be-
come consumers of health care.

Now, is this the answer to all the
health care cost problems? No. It is
simply one of the answers because this
is an incredibly complex problem. I
tried to outline some of that in this
proposal that I issued in 1990. But it at
least ought to be incorporated as an
option, an option for employers and an
option for individuals. I am pleased
that I brought this idea to Washington.
It was incorporated—it is the heart of
the Gramm health care plan. It was in-
corporated in the Nickles plan. It was
incorporated now in the Dole-Pack-
wood plan as an option, as a way to
help reduce health care costs and give
us a more sensible health care spending
provision in this legislation.

Unfortunately, it was not incor-
porated in any of the Democrat plans.
It is not part of the Mitchell plan. It is
not in the Gephardt plan. It was not in
the President’s plan. It was not in the
Kennedy plan.

In fact, I may be mistaken there. I
think we did incorporate it in the Ken-
nedy plan in committee, but it is not
part of the plan that is before us.

I also outlined in here the Indiana ex-
perience with medical malpractice. I do
not know what the total figure is.
Many estimate it at $25 to $30 billion a
year of unnecessary medical expenses
because doctors are ordering tests and
conducting procedures and increasing
and inflating their charges solely be-
cause it is—not because it is in the best
interests of the patient but because
their lawyer comes into the office and
says, "'‘Unless you do this you are going
to find yourself in court.”

Exercising your best medical judg-
ment today is not enough. This is a li-
tigious society. And there is a substan-
tial portion of the legal profession that
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makes their living on filing lawsuits
and settling them out of court, and you
are a prime target because you are in a
high-income area.

There are all kinds of gray areas in
terms of judgment, in terms of diag-
nosis and treatment. The medical prac-
tice is not an exact science. It is still
an art. Even though much of it is a
science, it is still an art in terms of es-
tablishing the correct diagnosis and
prescribing the right treatment. Obvi-
ously, human beings are involved and
mistakes are made. Those mistakes
ought to be paid for and ought to be
covered.

What we have found in the mal-
practice area today is that about 70-
some percent of the awards are not
going to the patient who is injured but
they are going to lawyers or going to
the courts. So Indiana, more than 20
years ago, under our then Governor,
Dr. Otis Bowen, who later became Sec-
retary of Health and Human Services,
implemented liability reform, and it is
a model. Is it a perfect model? Prob-
ably not. Can it be improved on? I am
sure it can, on a Federal basis. But
that model ought to be incorporated
because we are expending billions and
billions, tens of billions of dollars on
health care costs that are unnecessary
simply because doctors are practicing
defensive medicine, because they fear
that they will end up in court under a
lawsuit that in many cases are not
suits that are grounded in negligence
that ought to result in needed pay-
ments to individuals.

I can talk at length. When we get to
that section of the bill, I will. I do not
mean to take up time on it.

So the question before us is not
whether or not Republicans care or Re-
publicans have ideas or Republicans
think there should not be solutions to
health care. We have proposed solu-
tions, and many of them I think are in-
novative solutions and we are dis-
appointed they are not a part of the
legislation before us.

But what divides us here, the real
issue, is simply this: Can we find solu-
tions to the problems that plague
America's health care delivery system
today without fundamentally changing
the basic nature of a health care sys-
tem which is, I believe, unarguably the
best system in the world and that has
provided the best quality care to citi-
zens of any country anywhere in the
world? I do not know of any Members
of Congress that get on a plane and go
to Canada or Sweden or anywhere else
in the world for heart surgery or for
specialized treatment, or for medical
care.

(Mr.
chair.)

Mr. KENNEDY. Will the Senator
yield on that point?

Mr, COATS. I would like to finish my
statement, and when I finish my state-
ment I will be happy to yield to the
Senator from Massachusetts.

WELLSTONE assumed the
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But I know that there are thousands
and tens of thousands of people from
around the world, who, if they could af-
ford it, would get on a plane and come
to the United States. I have a good
friend who is a Congressman from up-
state New York, from Buffalo, just
across the line from Canada. He said,
“‘Our number one industry in Buffalo is
the provision of health care services by
Americans for Canadians. They stream
across the border because they do not
want to wait for procedures and be-
cause they believe that the health care
system in the United States gives them
a better guality.”

The basic nature of our system is
that we as Americans have the freedom
to choose our own doctors, choose our
own facilities, choose drugs and meth-
ods of treatment. That would be lim-
ited under a Government-directed and
Government-controlled program. We
want to retain the freedom to say,
“Doctor, I just don’t feel confident
that I want to pursue the course you
have prescribed. I think I will get a
second opinion. I think I will search
out treatment somewhere else.”

1 was driving home the other day,
and I heard an advertisement from
Johns Hopkins, I think, arguably one
of the better, if not one of the best,
providers of health care in the Nation
and maybe in the world. They were
saying if you live in McLean or if you
live in Springfield or if you live in
Oxon Hill or if you live in Bethesda, or
any of the Washington areas, or you
live in Washington, DC, why not con-
sider Johns Hopkins as the place to get
your medical coverage? Why not con-
sider Johns Hopkins Hospital and
Johns Hopkins medical facilities as a
place to provide even your primary
care? Give us a chance.

That is a freedom that Americans
want to retain, the right to seek out a
second opinion, the right to go to Mas-
sachusetts Hospital or Johns Hopkins
or the Mayo Clinic or the Cleveland
Clinic or the Bluffton Clinic in Indiana,
if they think that they can find a doc-
tor or find a treatment that is going to
be better in accord with their concerns
about their health care.

I think our system, without a doubt,
offers the technological innovations
that not only improve the quality of
our care, but also help curb health care
costs that is unparalleled anywhere in
the world. We lead the world in techno-
logical innovation. It is one of the
things that has driven up our costs, but
it has also driven down costs. We need
to understand that the innovations
that have taken place in health care
have been dramatic in terms of reduc-
ing costs.

Medical innovation in the United
States is a product of the system that
we have. I know that the drafters of
the Mitchell proposal are well in-
tended, but I can guarantee you under
that system many of the decisions in
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terms of how dollars are directed for
medical research and drug research are
going to be politically decided and not
decided on the basis of market needs
and not decided on the basis of medical
needs, because it is an inevitable con-
sequence of a Government involve-
ment, whether it is State or Federal,
that the political process will rear its
ugly head and make decisions as to
how money is directed.

We do that in every other program
we are involved in, whether it is build-
ing a road or funding a college or
equipping a military facility. Hundreds
of millions, if not billions of dollars are
directed by a political decision based
on who sits on what committee, based
on who can form a coalition, based on
what interest group has the most influ-
ence, and oftentimes those decisions
are not the correct decisions. The mar-
ket has a way of sorting that out in a
way that the political process never
can.

I spent a day out at NIH not too long
ago, and I discussed the funding that
goes into medical research. I was told
confidentially and privately, because
they do not want to ruffle any feathers
here on Capitol Hill, that hundreds of
millions of dollars are misdirected into
research projects that are overlapping
and duplicative because Congress has
dictated that that is where the money
ought to be spent, and that is driven by
interest groups pounding on our door;
the ones that pound hardest and the
ones that form the biggest coalitions
and the ones that somehow tug our
emotions the most are the ones that
get the money.

They said we just are begging, we are
crying out—we have areas where we
think we are on the verge of break-
throughs that will make substantial,
dramatic improvements in the health
care of Americans. We cannot direct
money there because it is directed to
another area on the basis of a political
decision, and our hands are tied.

That is going to be multiplied by who
knows what factor, if we move further
from a market-directed system to a
Government-directed system? Just in
drug therapy alone, we have had some
dramatic breakthroughs in the last
several years. Today, we are treating
patients at costs one-tenth the cost of
what the procedure was previously.

In asthma, a study in the use of an
anti-asthma drug showed that it re-
duced trips to the emergency room by
96 percent, and hospital admissions
were reduced by 62 percent, saving up
to $2,250 per patient. The annual cost of
this asthma medicine is $431.

Patients suffering from osteomy-
elitis, a bone infection, were often hos-
pitalized in the past in order to receive
intravenous antibiotic treatments that
lasted several weeks. Now we have a
new generation of antibiotics that can
treat these people at home. A docu-
mented study shows that we have
saved $6,000 per patient with this.
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Bone marrow transplants, cancer, di-
abetes, depression, heart conditions, on
and on it goes—gall bladder. Today we
do laparoscopy. Who would not accept
laparoscopy treatment to remove a
gallstone or to remove a gall bladder
rather than the open chest surgery
that was formerly necessary, that kept
patients hospitalized for a minimum of
6 days, that required a lengthy time of
recovery? Today they go in with a lit-
tle tube with a miniature TV camera in
it, making an incision smaller than a
pencil—a couple of incisions, one in the
arm, and one in the chest.

Who would not rather sit in a bath-
tub and have ultrasound dissolve a kid-
ney stone than to go through surgery
or the extraordinarily painful process
of passing a kidney stone? One of my
staff members has had kidney stone
problems, and he said it is an incon-
ceivable difference between what he
used to go through with a kidney
stone, facing surgery to remove that
stone or facing the excruciating pain of
trying to pass that stone. And today he
goes and sits in a bathtub for an hour,
and they turn it on. It vibrates a little
bit, and the stone is dissolved.

That is innovation that we do not
want to stifle. That is innovation that
can truly affect the health care costs.
Is it the total answer? No. But it is a
part of the answer that we do not want
to stifle. I am afraid that we will stifle
that for the reasons that I have stated.

Mr. President, I was reading the
other day in the Washington Post—and
there were three articles in that paper.
I was fascinated by their relationship
one to the other, even though it was
not intended. The first article is on
welfare reform. It described, ‘“‘Mr. Clin-
ton’s $9.3 billion plan to reform the
welfare bureaucracy .. . having now
admitted welfare’s utter failure . . .”

From HHS Secretary Donna Shalala,
“There is no magic solution to the
complex problem of chronic welfare de-
pendency."

The article described, ‘* . . . because
of the difficulties of changing such an
enormous bureaucracy.”

The ‘“‘bureaucracy’ under the Mitch-
ell health care plan, the Gephardt plan,
the Clinton plan, whatever emerges
from all of this, the bureaucracy will
make the welfare but bureaucracy wel-
come. It will dwarf the bureaucracy
that currently exists in the welfare
system. Yet, the Secretary of HHS
said, ‘““We cannot change that system
because of the bureaucracy.” It is so
massive they cannot change it.

The second article describes the prob-
lems being faced by European govern-
ments, and said it finally recognizes
that social welfare spending and gov-
ernment-run enterprises do not work.

I quote:

Western European countries are beginning
to reshape longstanding economic policy
such as cradle-to-grave welfare benefits, and
government ownership of businesses
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presaging far-reaching changes in the way
Europeans work and live. The largest econo-
mies in Europe are facing unacceptable lev-
els of government debt.

It says * * * unacceptable levels of high
unemployment * * * eleven percent of the
European union work force unemployment
* * % forecast growing difficult in exporting
their once prized goods. As a result, govern-
ments from Spain to Scandinavia are inch-
ing the way from the social democratic poli-
cies that have nourished their people and in-
spired generations of liberal politicians
around the world.

Is it not ironic that at a time when
Western Europe and socialized medi-
cine and socialized government pro-
grams have created unacceptable un-
employment in Europe which has cre-
ated unacceptable costs of goods which
are no longer competitive around the
world, and when an abysmal future
faces those countries which have en-
gaged in what we are about to at-
tempt? Is it not ironic that at a time
when they have now concluded that
has been a failure we are rushing to du-
plicate what they have done?

The third article in the Post that day
describes the new U.S. Government bu-
reaucracy that would be created under
Mr. MITCHELL's plan to nationalize
one-seventh of the American economy.
Why is it that when all the world’s na-
tions, except maybe a couple of excep-
tions, are dismantling their govern-
ment-run industries and social welfare
bureaucracies in favor of private enter-
prise when we have recognized that so-
cial welfare programs have led not to
prosperity but to dependency?

Why is it that we are now undertak-
ing to enact into law a bill that rep-
resents the largest Government enti-
tlement program ever devised?

Perhaps, Mr. President, the thing
that concerns me the most is not nec-
essarily just the details of this bill but
the incredible establishment of bu-
reaucracy that results in implementing
the details of this bill. My staff, along
with Senator GREGG's staff, spent an
extraordinary amount of time putting
together a booklet entitled, ‘‘A Primer
to Clinton-Mitchell Health Care Bill,
New Bureaucracies, New Mandates, and
New Federal Powers." I did not number
the pages—I should have. There are 81
pages. It is a very, very small print
booklet. There is no political propa-
ganda in here. It just simply lists item
by item the bureaucracies, mandates,
and new Federal powers that exist
under the bill before us—81 pages, each
one itemized and referenced to a sec-
tion.

So Members can look at this, and
then look in the bill and say there it is.
There is no commentary in here.

What we found so far are 50 brand-
new bureaucracies, 33 powers that run
to the National Health Benefits Board,
177 new statements of responsibilities.

The Secretary of Health and Human
Services will have under this bill 815
new powers and duties. How many of-
fices is that? How many individuals,
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how many outside consultants, how
many staff members, how many tele-
phones, how many clerks, and how
many lawyers will be needed at HHS to
carry out the 815 new powers and duties
granted under this legislation?

I have handed these out to Members.
I ask them do not just take my word
for it. This is not a Republican up here
just throwing out some nice political
rhetoric. Take the book, check the ref-
erence, look in the bill, read about it,
and try to understand and grasp the
implications of what this would do.

The Secretary of Labor gets 83 new
powers, all listed in here. And just
today, I have been handed a piece, and
I guess I will have to add this. I do not
know if I will bring out a coach, too.
Maybe we will bring out an addenda
sheet of the 49 new responsibilities that
will flow to the employer or a plan
sponsor—49 new responsibilities. I will
get this printed up and have it avail-
able for Members on Monday, with ref-
erence to the section number so that
you can check it out for yourself.
Forty-nine new responsibilities that
every employer and every plan sponsor
in America will have to comply with.
Who knows how much that is going to
cost and how many new staff positions
that will cost. We may see an explosion
of employment under this bill, and it
will all be Government employment.
Maybe that is one of the intended con-
sequences, I am not sure.

The Washington Post said—and it is
not a publication, you know, that is
necessarily a tool of the Republican
Party. The Washington Post said, ‘“The
Mitchell bill would create dozens of
new Federal and State agencies that
would have the untested authority to
centralize, reorganize, monitor and en-
force the way medical care is being
bought, sold, and to a lesser extent
practiced in this country. The Mitchell
bill substitutes Government bureauc-
racy for private.”

Let me repeat that. The Washington
Post concludes, ‘‘The Mitchell bill sub-
stitutes Government bureaucracy for
private. It challenges States and Fed-
eral agencies to set up new agencies
with complex responsibilities never be-
fore performed on the same scale by
public or private enterprise. It would
require States to enforce complex new
insurance industry laws. It obligates
States to verify that plans have had
the ability to care for patients in the
way the law requires, and forces the
States to monitor the transfer of bil-
lions of dollars in insurance premiums
paid by employers and individuals to
private insurers.”

A wise man once said, **All futures
have one virtue: They never look the
way that you imagine them.” If the
bill before us today passes, I do not be-
lieve that any of us can imagine what
the future will be under this bill, and
that is the problem. I do not believe it
is a future imagined by the American
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people, and I believe that is why they
are, in overwhelming numbers, calling
our offices and writing to us and stop-
ping us at the airport and stopping us
on the streets at home and saying, ‘Do
not pass that Government bill."”

They do not know the details. We do
not know the details. They do not
know them for sure, but they have an
inherent distrust in the ability of Gov-
ernment to deliver a service efficiently
or cost effectively, and they have an
inherent understanding that politics
will so complicate and so misdirect re-
sources under this bill, that it will be-
come a political nightmare. They sim-
ply have lost confidence in the ability
of this institution and in the ability of
Government to provide services, par-
ticularly when it concerns the thing
that is the very closest to them—that
is, their health and the health of their
loved ones. It is one thing for us to
argue whether a road should be built
north of the city ar south of the city,
or in Indiana or Ohio; it is another
thing to argue whether or not a Gov-
ernment clerk, or bureaucrat, or Mem-
ber of Congress, or a national health
board, is going to decide the health fu-
ture for your loved ones, your spouse
and your children, and whether we are
going to layer a bureaucracy on the
health care system that we have never
seen the likes of in this country.

Mr. President, several months ago,
Mrs. Clinton came before the Congress
in a joint meeting with the Finance
Committee and Labor Committee. It
was held over in the Russell Building
in that big caucus room over there, a
scene of the McCarthy hearings and
Watergate hearings, and a scene of
some very important battles. The room
was filled, and cameras were there, and
the press was there. Mrs. Clinton was
introducing her bill and touting its vir-
tues.

It occurred to me, as my time to
question was coming, that rather than
getting into arguing the details of the
bill, we ought to at least question the
underlying assumptions, the pillars
that were the basis for the bill itself.
So I raised those questions with her. I
said, ‘‘Mrs. Clinton, first of all, I under-
stand the prodigious amount of work
that you have engaged in while putting
this bill together, and your interest in
health care.” I said, ‘“‘But it seems to
me that it is based on faulty assump-
tions." I said, ‘‘Let me just raise four
assumptions with you briefly, and you
tell me where I am wrong.” I said, ‘‘As-
sumption No. 1, to me, is that the bill
is based on the fact that the Govern-
ment can deliver services more effi-
ciently than the private sector.” I said,
“Without going into all the details and
the long list of examples as to why I do
not think that is correct, if you have a
package and it absolutely, positively
has to be delivered where you want it
by the next morning, do you take it to
the post office, or UPS, or Federal Ex-
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press, a private carrier? If it absolutely
has to be there for the sale of a house,
or the closing of the contract, or the
signing of the legal document, or the
birthday gift—absolutely has to be
there—what do you instinctively do?
Do you say I better not take it to the
post office? Why? It is a Government-
run monopoly, an entity that does not
have a very good history of delivering
the mail on time.”

We learned the other day that there
are truckloads of mail that have been
sitting outside post offices for weeks
and months that have not been deliv-
ered, and there is a huge post office
scandal. I said, “It seems to me that
the underlying assumption that Gov-
ernment can deliver more effectively
than the private sector is just not
based on experience.”

The second assumption is that the
Government is more cost-effective
than the private sector. I said, “It
seems like we cannot pick up the paper
in the morning without reading about
a new misuse or misapplication of
funds, or cost overruns that occur.”

Senator GLENN held a hearing in July
highlighting some of the Government’s
inefficiencies. To quote from part of
that:

The Office of Personnel Management found
that it needed to make a $54 billion adjust-
ment to its retirement insurance account.

The Internal Revenue Service testi-
fied that, well, yes, it might be able to
collect $29 billion more in taxes that
are owed, but it cannot be sure because
the question is, ‘“Why do you not go
out and collect it?"" They said, '"We are
not sure that money is owed, but we
think it is 29 million dollars.” The
State Department cannot account for
$250 million it paid out.

The Customs Service says it could
not account for 10 tons of illegal con-
fiscated drugs.

The defenders of the Clinton-Mitchell
plan say, well, you are comparing the
post office to health care, and that is
like comparing apples to oranges. Let
us compare apples to apples. We re-
cently passed and supported a vaccine
for children program. The Government
is going to buy one-third of the Na-
tion's vaccine supply, package it, house
it, and distribute it, starting this Octo-
ber. It is a well-intended program.

The GAO just gave us a report on the
progress of that program. Here are the
three findings:

The program is way behind in letting
purchase contracts.

Two, GAO is unprepared to evaluate
whether the system could efficiently
process orders from the 70,000 doctors
and clinics that are supposed to receive
the vaccines.

Three, they are unprepared to ade-
quately test whether the packaging
and delivery system would retain vac-
cine potency. Vaccines require strict
temperature controls.

Our review indicates that it is unlikely
that the Government can fully implement
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the vaccine for children program by October
1, 1994, and raises questions about whether
the vaccine for children program, when fully
implemented, can be expected to substan-
tially raise vaccine rates.

If we cannot run a vaccine-for-chil-
dren program, how are we going to run
health care for everything else?

Mr. President, the third assumption
that I raised with Mrs. Clinton was:
You know, the problem with this is
that when you turn things over to Gov-
ernment, politics gets involved instead
of the disciplines of the market where,
if you do not make a profit, you are
out of business and the shareholders
are after your neck at the next share-
holder business meeting or the stock
plummets. Instead of the discipline of
the marketplace, the Government does
not have a competitor, the Government
does not have to make a profit, and the
political process always intervenes.

Already, we have seen the interest
groups lining up. We have an amend-
ment on the floor now that says—and
it is a well-intended amendment, and I
take nothing away from its sponsor,
who has passionately defended and pro-
moted the rights of children in a whole
number of areas, and he cares deeply
about that. But already on a political
basis we are trying to make decisions
that, well, this ought to be included.
There are probably 100 areas, 100 items,
maybe more, that Members feel just as
passionately about for different rea-
sons that they want carved especially
in the program, and the decision is
going to be made here on the Senate
floor rather than in the national health
boards or in a commission, It certainly
will not be made in the marketplace.

This is not to say that there should
not be some of those provisions. This is
not to say there should not be a vac-
cine-for-children program. The ques-
tion is how can we do this without
skewing how the money is allocated,
how the resources are allocated? How
can we as political entities whose fu-
ture depends on saying yes and whose
career is thought to be terminated
when we say no, how can we resist the
temptation that we have not resisted,
in my experience in Congress, to say,
well, maybe we can work that into the
next bill. You make a good case. You
have an important lobby. That is a
touching story. I will talk to the chair-
man of the Finance Committee to get
it in the next tax bill.

Already the litany has started. The
Labor Committee added $32 billion of
benefits to the President’s plan, and
when the House Labor Committee took
it up, they added benefits. They got a
lot of pressure from the dental people,
I guess, and they added more. They
said they could not draw the line at 18,
they had to make dental benefits avail-
able to everybody. Some others wanted
additional programs for women and
children. The mental abuse people are
lining up saying, “What do you mean,
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30 days? We need 60 days.”” When they
get 60 days, they say they need 90 days
of coverage. On and on it goes.

Whatever interest group is not cov-
ered right now I guarantee you, if they
are not meeting today, they met yes-
terday, and they are devising their
strategy to come and put pressure on
us to add benefits and make decisions.
We are not the best people to make
those decisions. We do not have the ex-
pertise. We are politicians.

Everything in us says yes, and we
will pay for it later, and if it does not
fit, that is OK. You can walk out the
door happy. Everything in us says, oh,
if we say ‘‘no'' we are going to have to
look for another line of work.

So, I told Mrs. Clinton. I said, it just
seems to me that the assumption that
we can do this outside of politics un-
dermining your best attempts, under-
mining the attempts of people who
wrote this bill, I just do not think that
is within our experience nor see how we
can do it.

Her answer to that was kind of dis-
turbing because she said, ‘‘Senator, I
don’t challenge what you have just said
in terms of our experience, but I think
this time we are going to do it dif-
ferently.”

I just do not believe that is the case.

I know Members are wondering when
I am going to quit, and I am just about
done. The question, I think, now is,
Where do we go from here?

I believe a sensible health care re-
form bill could be put together on a bi-
partisan basis in this Chamber in a
very short amount of time. We start
talking about when Senator Bentsen
introduced a bill a few years ago. We
talked back and forth. I believe there
was majority support for that. It will
not solve all the problems, but it will
be a huge step forward. It would give us
time to analyze progress. It would give
us the ability to pay for that progress.
It would give us the ability to make
changes next year or the following year
if we have information back that there
is more we could do.

But the President has stated, he has
drawn the line in the sand, drawn a
couple lines. I was in the Chamber
when he said, ‘“See this veto pen. Noth-
ing that is less than 100 percent cov-
erage will get my signature.”” And that
line is now 95 percent. But just the
other day he said, ‘‘Anything less than
the Mitchell bill is totally unaccept-
able."

Well, we are starting to look at the
Mitchell bill, and we already found out
that, distressingly, in just one area it
is going to set up a Government agency
to tell us how many doctors we need in
what specialty. Even the chairman of
the Finance Committee finds that ap-
palling and unworkable.

Any time we suggest anything less
than what the President has outlined,
we get nothing but resistance from the
White House. So I have concluded that
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a sensible bill is not going to pass here
this year. A bill that is achievable is
not going to pass here this year.

I think that only leaves us with one
option, and that option is to kill the
President’s bill, to send a message to
the White House, ‘‘Mr. President, the
American people, as expressed through
their representatives in this Congress
are not going to support your concept
of health care for America."

Until the President gets that mes-
sage and understands that message, we
are not going to make any progress, be-
cause he is going to continue to insist
that the leadership of the House and
the leadership of the Senate pass what
he wants. But what he wants has been
rejected by the American people. I do
not know how many times we have to
say this. This thing has been killed six
times. Maybe it is like a cat; it has
nine lives. We have to kill it three
more times. This proposal out of the
White House has been dead more times,
or thought to be dead more times, than
we can count. Yet it keeps trying to
resurrect itself.

The President has to understand that
his vision of health care for America is
not America’s vision of health care for
America, and unless he understands
that, we will not be able to make any
changes or any reforms in health care.
We will not be able to make any
progress.

So I have concluded we have to de-
feat the Mitchell bill. We have to de-
feat what essentially is the President’s
proposal. We have to defeat the Gep-
hardt bill. And we have to send that
message, and then and only then can
we begin to put together the needed re-
forms that will truly preserve what is
right about our health care system and
make changes in those areas that do
not work right.

The American people have said they
do not want or they do not trust Gov-
ernment to take over the health care
system of this country, which is one-
seventh of our economy. They do not
want or trust Government to make de-
cisions about issues that are the most
personal issues in their lives. That is
the health of themselves and their
spouses and their loved ones and their
children.

They do not want most of the critical
decisions regarding their health care
settled on a political basis.

This is the fundamental issue: Do we
as a people want Government-run
health care? The American people are
saying no. They do not know the de-
tails, but their instincts are correct.
And those instincts are shaped by expe-
rience, time after time after time, with
Government-run programs.

That message has to penetrate the
White House and only when it does,
only then can we begin the process of
real health care reform.

Mr. President, I yield the floor.

The PRESIDING OFFICER. The Sen-
ator from New York.
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Mr. MOYNIHAN. Mr. President, be-
fore the Senator from Indiana leaves
the floor, could I, with great respect,
suggest that either I misspoke or was
misunderstood, and that is probably
both as it frequently happens.

I mentioned surprise to find in Sen-
ator MITCHELL's bill provisions that in-
dicate that the Federal Government
will designate the number of special-
ists that will be trained for specific
specialties and then will reduce the
number of residents, and so forth. I
said there must be some staffer who
wants that because we had thought it
was being taken out of the majority
leader's bill. It never was in the Fi-
nance Committee bill, and the Finance
Committee staff did not add it, as Tam
sure Senator PACKWOOD will agree.

Mr. COATS. I did not believe it was
the Finance Committee.

Mr. MOYNIHAN. They were much
concerned.

Mr. COATS. It was distressing. It was
on someone else's staff,

Mr. MOYNIHAN. I wonder if the Sen-
ator might consider revising his re-
marks in that regard.

Mr. COATS. Mr. President, I am
happy to revise the remarks, based on
the statement made by the Senator
from New York, implicating a member
of the Finance Committee staff as
being responsible for the gquota system
set up for medical specialties under
section 3012. Apparently that was in-
serted by either staff of another Sen-
ator or some other staffer but not a
member of the Finance Committee or
the Finance Committee staff.

Mr. MOYNIHAN. That is right. I ap-
preciate the courtesy.

Mr. President, this question of Gov-
ernment-run medicine, we are going to
hear a lot about that.

May I just offer the thought in a bi-
partisan spirit—and I was happy to
hear the Senator from Indiana speak of
a bipartisan spirit; happy to hear him
speak of Bluffton, where my grand-
father, who dug pipelines from James-
town, NY, around central New York,
ended up.

Medicine, by the oldest experience of
the Western civilization, is a socialized
activity. Individual doctors, no; but
hospitals, yes.

There are some for-profit hospitals in
the country. Perhaps 15 percent of the
patients are in them. But it is not a
profitable activity. It is, by definition,
socialized.

The largest activities, say, in my
city of New York, the main hospitals
are religious-supported hospitals. They
are Catholic, they are Protestant; Co-
lumbia Presbyterian, St. Luke’s,
Mount Sinai, Montefiore, the latter
being associated with a Jewish charity,;
as a Presbyterian charity; as a Catho-
lic charity.

The Shriners run extraordinary burn
centers around the country. There are
Masons. And there is never a bill.
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We have the hospital systems we
have because of generosity from the
charitable, the sharing concerns of
Americans, not as an enterprise. And I
hope we keep that in mind.

I quote my Republican friend, who
accompanied the President to the Mid-
dle West yesterday, the mayor of New
York, who said in a letter to the House,
‘“‘America is debating universal health
care. New York has given universal
health care for most of the century.”

It is a question of how much more,
than whether. And I think we will see
that.

I take the Senator’s point about the
vaccination program we authorized in
the last budget. And Senator PACK-
wooD and I realize that it is the respon-
sibility of the Finance Committee. It
has not gone well. We will have to hold
a hearing, and we hope we can do bet-
ter. But we have had free vaccinations
provided by the city of New York in
New York since 1890. And it has not
turned us into a hopelessly communal
society.

Mr. PACKWOOD. Will the Senator
yield?

Mr. MOYNIHAN. I yield the floor.

Mr. PACKWOOD. I do not want him
to yield the floor.

The PRESIDING OFFICER. Who
yields time?

Mr. PACKWOOD. I yield myself a
couple of minutes.

We have reached the level of vaccina-
tions that we had hoped to reach in the
legislation that we passed. It is not
only in the city of New York, but we
have found this in any number of towns
in major metropolitan areas where we
have tried and tried and tried to vac-
cinate everybody. The problem is not
the lack of vaccine. The problem is get-
ting people to wherever your com-
munal vaccination facility is to do it.
And the cost has not been the deterring
factor. We do not know why they will
not. But it is not a question of the vac-
cine, which was free.

I thank the Chair.

Mr. MOYNIHAN. Mr. President, I
make that point. The determinants of
health increasingly in the modern
world has to do with personal behavior
and community behavior.

The change in infant mortality in the
world is really striking. How much bet-
ter things are than they were.

I look at Portugal. In 1960, it had an
infant mortality rate of 77.5 per thou-
sand. One child in 13 died before reach-
ing one year of age. It is now down to
11 per thousand or one child in 99.

The United States, which was never
that good—it helps to be born in Ice-
land if you want to prosper as a child—
but we were 11th among the 23 OECD
countries in 1960. We are now 21st. Not
because we have forgotten medicine;
medicine roars forward. But, commu-
nity behavior is less than it obviously
once was,

Mr. President, I see my friend from
Massachusetts and I yield to him for
such time as he may desire.
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Mr. KENNEDY. I thank Senator
MOYNIHAN.

We are going to get back very quick-
1y to the Dodd amendment on children,
and also the comparisons between the
Mitchell program and the Dole pro-
gram, not only on children but on
working families and seniors.

But I wanted to just take a moment,
before yielding to the Senator——

Mr. REID. Will the Senator from
Massachusetts allow me to ask him a
question?

Mr. KENNEDY. I will be glad to.
Could I just make one brief comment
on a matter that I brought up earlier,
and then I will yield for a question.

That is, we are hearing on the floor
now about how we continue to study
the different proposals and find new in-
sights.

1 must say that I share that experi-
ence, just in the past few hours in fur-
ther study of the Dole proposal. Earlier
I had spelled out the difference on one
very key element of the Mitchell pro-
posal and the Dole proposal on the ex-
clusion of treatments for preexisting
conditions, which is an absolutely es-
sential part of the different proposals.

I mentioned in the comparison, when
I was exchanging comments with the
Senator from South Dakota [Mr.
DASCHLE] about how the Dole proposal
provides that if you are diagnosed or
being treated during the 3 months prior
to the time of the enrollment, you are
therefore excluded, or you are limited
in terms of any kind of help and assist-
ance or medical attention for 6 months.

So I looked over on page 81 and found
this 3-month period where you would
be treated and the limitation of 6
months.

On the next page, it says, ‘‘Special
rules for individuals.” So in the case of
an individual who is not enrolling as a
member of a group but as an individ-
ual, 3 months in paragraph 1(a) is
deemed a reference to 6 months. So it
is not 3 months, it is 6 months. And in
paragraph (b), any reference to 6
months is deemed a reference to 12
months.

So, I agree that 12 months without
medical treatment is absolutely dev-
astating for any individuals who are
trying to get attention for a medical
condition.

But then if you just read further, be-
cause we talked about an amnesty pro-
vision, which was included in the lead-
er’s provision, and also the first open
enrollment where they can enter into a
program without any exclusion of cov-
erage.

And now we have heard our friend
from Indiana talk about the bureauc-
racy in the administration of the lead-
er’s proposal.

Listen to this. Under the Dole pro-
posal, there is also an amnesty provi-
sion, but in general this subsection
shall not apply during an initial enroll-
ment period described generally, but



August 13, 1994

the participating State may establish a
limit on the number of new enrollees a
health plan must accept during the pe-
riod described based on the plan’s share
of the applicable community-rated or
experienced-rated population.

Now you talk about a bureaucracy.
Here the Dole bill says they are going
to give it to the State to develop some
kind of agency when they are having
this limited amnesty period, and then
the State is going to decide—on the
basis of what? Capacity—who is going
to get in and who is going to be left
out.

You talk about playing God. You
talk about the Mitchell proposal, try-
ing to include people and having ad-
ministrative procedures to include peo-
ple—here, under the Dole proposal they
are creating a new State agency to
keep people out; to keep people out.

This is wise, to try to get through ex-
actly what is the bureaucracy in the
two proposals.

Mr. DASCHLE. Will the Senator
yield on that point just for a clarifica-
tion? As I understand it, if that inter-
pretation is correct, then you would
have a State governmental agency de-
ciding the eligibility for insurance for
every individual with a preexisting
condition? You could have someone in
North Dakota who has a preexisting
condition who would be eligible for
care, but a person in South Dakota
with the same preexisting condition
where Government says you are not al-
lowed any access to that insurance? Is
that what that provision says?

Mr. KENNEDY. It is stated. The Sen-
ator is exactly correct. The participat-
ing State may establish a limit on the
number of new enrollees a health plan
must accept. So they decide who they
are going to accept. There is no con-
sistency in terms of trying to make
sure you are making a commitment to
those individuals, our fellow citizens
who have a disability, and say they are
part of this whole process; they are
part of the whole process. Here it says
the State will establish an agency. The
State will decide who will come in and
who will be left out.

I think the Senator’s interpretation
is correct.

Mr. REID. Mr. President, will the
Senator yield?

Mr. KENNEDY. I will yield for a
question and then yield whatever time,
yield the floor.

Mr. REID. Mr. President, through
you to my friend from Massachusetts,
you will recall the junior Senator from
Indiana said, and this is not an exact
quote: I am not prepared to go forward
on health care legislation. I ask my
friend from Massachusetts, is it not
true that we have been talking about
health care, universal health care, for
over 50 years in this country?

Mr. KENNEDY. The Senator is abso-
lutely correct.

Mr. REID. Is it not true we have gone
through about six Presidents, talking
health care?
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Mr. KENNEDY. Certainly Teddy Roo-
sevelt, Franklin Roosevelt, Harry Tru-
man, President Nixon——

Mr. REID. It is also my understand-
ing the Education and Labor Commit-
tee and the Finance Committee have
held more than 60 hearings on the leg-
islation, the one reported out by the
Finance Committee, the bill reported
out by the Education and Labor Com-
mittee—much of which has been meld-
ed into the Mitchell plan? Over 60 hear-
ings; is that right?

Mr. KENNEDY. Over 80 would be
more accurate.

Mr. REID. And hundreds of witnesses,
is that true?

Mr, KENNEDY. The Senator is cor-
rect.

Mr. REID. I am wondering, do you
think the Senator from Massachusetts
is ready to go forward with this legisla-
tion?

Mr. KENNEDY. I think the American
people are ready to go. They are ready
for the Congress to finally address the
more important issues of our time.

Mr. REID. I would say to my friend
from Massachusetts, talking, for exam-
ple, about preexisting disabilities, pre-
existing conditions, in the small State
of Nevada—and it is a small State—we
have about 360,000 people with preexist-
ing conditions. Now, under the Dole
plan, as has been explained by the Sen-
ator from Massachusetts and the Sen-
ator from South Dakota, most of them
are still out of luck; is that not right?
Under the Dole plan, preexisting condi-
tions—in the small State of Nevada we
now have about 360,000 people with pre-
existing conditions. They would still
basically be out of luck; is that not
right?

Mr. KENNEDY. Certainly they would
be out of luck if they have been getting
any kind of treatment for 6 months
prior to the time—they would be out of
luck for the next year for any other
kind—any kind of treatment and as-
sistance. If you look at the nature of
these kinds of diseases—cancer, heart
disease, diabetes, HIV, the whole range
of different kinds of diseases—that is
the time when people really need the
help and assistance. In effect, they
would be excluded.

Mr. REID. I hope later on in this de-
bate, we will have an opportunity to
talk about some of the other things
that need to be addressed, like helping
the small business people in this coun-
try; like helping women who need pre-
natal care. I hope we will have the op-
portunity during this debate to indi-
cate now is the time to go forward with
health care legislation for the people of
the State of Nevada, the people of the
State of Massachusetts, and through-
out the United States.

Mr. KENNEDY. I thank my col-
league. We are back, hopefully, to the
excellent amendment of the Senator
from Connecticut.

I think for—
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Mr. COATS. Mr. President, may I ask
the Senator from Massachusetts to
yield to me just to respond in 30 sec-
onds to the Senator from Nevada?

Mr. KENNEDY. For 30 seconds.

Mr. COATS. I thank the Senator.

Perhaps the Senator from Nevada
was not here when I spoke last evening.
Or maybe he did not hear my entire
statement today. If he misinterpreted
my statement or if I misstated in my
statement, I apologize for misstating
it.

This Senator said—meant to say—I
am not prepared to go forward with the
Mitchell bill or even the Dole bill. I
have not had time to analyze it all. I
doubt if any Member here has. Cer-
tainly, I am prepared, as I indicated in
my statement—I closed with it—to go
forward with meaningful, sensible
health reform legislation. I am not pre-
pared. I do not fully understand—even
the Finance Committee chairman said
he did not realize the section was in
the bill. I do not think any of us have
had the chance to fully analyze the sit-
uation to the point where we can just
do the bill now and get out of here and
go home. That is what I meant to say.

But I say to the Senator from the
State of Nevada, the premise of the
Senator's statement, if it was based on
my statement, I think the Senator was
wrong.

Mr. KENNEDY. I see the Republican
leader. I was wondering if there had
been any decisions on the resolution of
the two amendments that were going
to be voted on—hopefully voted on—on
Monday at 5 o'clock. I think the major-
ity leader had indicated he was hopeful
of being able to get some kind of re-
sponse on that request.

Mr. DOLE. I will be meeting with
Senator MITCHELL at 1:45 on another
matter, and I will be happy——

Mr. KENNEDY. Fine. I thank the
Senator. I yield the floor.

The PRESIDING OFFICER. Who
yields time?

Mr. MOYNIHAN. I yield the Senator
from Connecticut as much time as he
desires or may require.

Mr. DODD. Mr. President, what is the
pending business?

The PRESIDING OFFICER. The Dodd
amendment No. 2561.

Mr. DODD. Mr. President, I am glad
to hear that. To paraphrase Daniel
Webster: It is a small amendment, Mr.
President, but there are those of us
who love it. It is only two pages long.
I proposed it last night at 5 o’clock. I
gather we are not going to be able to
vote on it until maybe Monday or
Tuesday. But I just wanted to bring us
back a little bit to the subject matter
before this body, which I introduced
going on 24 hours ago. It is not a dif-
ficult amendment to read.

I understand the overall bills are
longer but this amendment is just two
pages and pretty straightforward as to
what it does. I am disappointed we can-
not get a vote on it sooner. I just hope
we will get a vote at some point.
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Just to reemphasize the point that
w@s being made by the Senator from
Nevada a moment ago—I hear some
people saying how we need a lot more
time on this issue before we go for-
ward.

I sit on the Labor and Human Re-
sources Committee. We had 51 hearings
on this subject matter in just that
committee alone. There were some 30
or 35 different hearings, as I recall, in
the Finance Committee. Roughly 40
Members of this body serve either on
the Labor and Human Resources Com-
mittee or the Finance Committee.

If you add the Veterans' Affairs Com-
mittee and the Governmental Affairs
Committee, each of which had hearings
on this subject matter—and then you
consider all of the network program-
ming, all of the stories, the opinion
page pieces done on this, the American
public is now familiar with a language
that I think a year and a half or so ago
they would have been totally unfamil-
iar with; things like preexisting condi-
tions, portability, and the various
kinds of plans.

I just want to make the point here
that we have had an endless amount of
information made available to us. The
subject matter of our discussion here
should now be tremendously familiar
to Members. We must not miss this op-
portunity. I hear some Members talk-
ing about not being ready to proceed.
It reminds me of students the night be-
fore a school paper is due who have not
done their homework. So, a student
shows up the next day and says the dog
ate his paper and he is very sorry he
could not get it done. Or another stu-
dent takes an incomplete at the end of
the semester because he or she did not
study.

We cannot take an incomplete on
health care. We cannot just quit and go
home. Congresses exist for a finite pe-
riod: 2 years. We are coming toward the
end of this 103d Congress after a signifi-
cant amount of work on health care—
including hearing from hundreds of
witnesses in countless numbers of hear-
ings.

So while I am certainly patient about
people wanting to study and read a bit
more, I think this may not pass the
smell test, as they say. What we may
be really looking at is just some good
old-fashioned foot dragging.

So I am hopeful that we might get a
vote on my two-page amendment at
some point because it is pretty
straightforward. It deals with children.
It requires private insurance pelicies to
cover pregnant women and children. [
will go over it in a minute. That is all
it is. It is not a Government program.
It does not create some fancy new bu-
reaucracy. It moves the date up for
coverage for kids from 1997 to 1995.
This should not be heavy lifting in
terms of getting us to vote on this.
People around here who think we need
to study, study, and study some more
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are not convincing this Senator, and I
believe other people, about why that is
necessary.

So, let me come back again, if I can,
to the subject matter before us because
I think a critical point needs to be
made over and over and over and over
again.

If you are a family living on public
assistance today in 1994, your family
gets health care. What we are talking
about when we talk about those who
are not covered are families who are
working. They get up every morning
and go out the door and hold down a
job and try to provide for themselves
and their families. They are the ones
that are being excluded from basic
health care coverage in too high num-
bers. So we are trying to do what we
can to see that they get drawn into the
process. That is what this is really all
about. Because people talk about this
program as some sort of a giveaway, 1
would just like to share with you some
testimony I heard when chairing a
hearing before the Children's Sub-
committee. My colleague from Indiana
serves as the ranking minority member
of that subcommittee.

Lynn Morrison testified before our
subcommittee last November. Let me
read a little of her testimony if I can,
because we need to put a human face
on the numbers and charts we have be-
fore us. While Lynn is only one woman,
she speaks, I think, for literally hun-
dreds of thousands in this country:

My name is Lynn Morrison. I want you to
know that I'm an average working person.
I've worked since I was 14 years of age. But
when I was pregnant with Desiree and needed
help in getting health insurance, I couldn’t
get it.

I'm here today to tell my story so that
maybe other women won't have to go
through what I did. Others won't have to be
afraid when they can't get in to see a doctor
before they deliver. Others won't get late
prenatal care like I did and risk having a
problem.

This year money was tight, even though we
were both working. We had just bought our
first home and had a monthly mortgage to
pay. My husband and I had not planned this
pregnancy. This was not the best time to
have a baby. But my husband and I were de-
lighted to bring a new baby into the world,
to care for her and to give Rachel a new sis-
ter.

When I learned I was pregnant, I had just
changed jobs to be closer to Rachel's kinder-
garten, I left my job at a pediatrician’s office
because it was a 1%-hour commute and I had
difficulty getting Rachel to and from school.
I like my new job, but they don't offer their
employees health insurance.

At first, I was not really worried because
Rachel is school age and a pretty healthy
child. T was feeling fine and healthy, too.
When I learned I was pregnant, I tried to get
on my husband's health insurance plan
through his work. We learned they had been
taking out monthly payments from his pay-
check as if he had a family plan, but I was
never enrolled. When he tried to enroll me
with the health insurance company after I
was pregnant, I was denied because my preg-
nancy was considered a ‘‘preexisting condi-
tion."
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I really wanted this baby to have a good
start. I was a little nervous. I was 32 years
old.

She goes on to say:
Soon after that the welfare office—

She went and applied for welfare. I
am leaving some of this out.
told me that my income and my husband’s
income combined would be too high to be
Medicaid eligible. So I tried to find a doctor
who would see me without insurance. I found
one clinic who would see me, but they want-
ed $250 to $350 for my first visit and hundreds
of dollars for blood tests. We just didn't have
it. I was very scared. We were stressed and
my husband felt terrible that he couldn’t
take care of my health needs. I was ex-
hausted from the whole ordeal.

About this time, I was changing from sad
and scared for my baby to mad. No one would
see me. I thought, I've worked all my life
and for what? No one will insure you if you
need it, not even if you're pregnant. I have
been putting money into the system for 18
years, and isn't it ironic that I can't get any
health care when people who have not
worked all their lives get Government help?
My baby has a right to medical care. I don’t
understand why 1 can't get it just because I
change jobs and we don’t meet certain cri-
teria.

I took the initiative and got on the phone
and called around to find help. No one would
help me. Before I had the baby, I went into
premature labor twice and was hospitalized.
I felt scared, but with the help of wonderful
doctors—

Which she talked about, her baby was
born healthy.

We are very lucky our baby doesn't have
health problems. Everybody should be able
to get health care if they need it. All this
not only put our baby at risk, but we were
afraid of losing our home and marriage. Be-
cause there is no guaranteed health coverage
today, I couldn't get prenatal care until the
fifth month of my pregnancy. I hope you
hear my story and understand every Amer-
ican should have health care coverage,
whether they change jobs, get sick, or have
a baby.

I took the time to read that because
I think as we go through this bill, we
get up and read sections, subsections,
talking a lingo and language that
would glaze the eyes of an accountant,
an actuary. Legislative language is dif-
ficult stuff to understand, to go
through. We need to talk in terms of
real people. Lynn is a real person and
there are many, many more like her
out there who are worried. This amend-
ment tries to address her kind of situa-
tion.

(Mrs.
chair.)

Mrs. MURRAY. Madam President,
will the Senator from Connecticut
yield for a question?

Mr. DODD. I will be glad to.

Mrs. MURRAY. I was startled, as I
think most people were, when you read
the story and talked about a woman
who said pregnancy was a preexisting
condition. I have had doctors tell me
any woman over 16 has a preexisting
condition. I think when we talk about
that, we forget when a lot of women go
to a doctor, try to find a new insurance

FEINSTEIN assumed the
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plan, that preexisting condition is
something they thought was just part
of their life. I think it is imperative we
remember that during this debate.

I want to ask the Senator from Con-
necticut, I have heard from my own ob/
gyn that many times he has young
women, or women in their twenties sit-
ting out in a car and they are in their
ninth month of pregnancy; they are in
labor and they sit out in their car and
in the hospital parking lot until the
very last second to go in to deliver be-
cause their health care coverage would
not cover pregnancy.

Is this something that you heard in
your committee hearings?

Mr. DODD. I thank the Senator for
her question.

Madam President, I will tell you, this
is something we heard over and over
again—the nightmarish stories that
people go through. Again, each of us
ought to be doing everything we pos-
sibly can and not just because we are a
civil society and because we care about
people, but must also I point out that
there are some real dollar savings in-
volved here. We are constantly talking
about the fiscal implications, as we
should, of the various health care pro-
posals. But let me just share, if I may,
the incredible dangers of having a low
birthweight baby if you have no pre-
natal health care.

Each year, there are some 250,000 ba-
bies born to women who do not receive
the necessary kind of prenatal care be-
fore the sixth month of pregnancy.
These babies are twice as likely to be
born with a low birth weight. More
than 90,000 infants were born to moth-
ers who did not see a health care pro-
vider during their pregnancy at all.
These babies are three times more like-
ly to be born with a low birth weight
than those mothers who received the
appropriate prenatal care.

What does that mean in terms of dol-
lars and cents? Usually, you are look-
ing at a child that ends up in a hos-
pital—and I am sure many of my col-
leagues have been to these infant in-
tensive care units. It is remarkable
what they can do from a technology
standpoint, but do not kid yourself,
their work is very expensive. It is not
uncommon for the cost to be $150,000 to
keep one of those infants alive in one
of those incubators. I am just stunned
by the capabilities that we have in this
area. It is wonderful. But it costs a tre-
mendous amount.

Mrs. MURRAY. Madam President,
will the Senator yield for a question?

Mr. DODD. I will be glad to yield.

Mrs. MURRAY. The Senator men-
tioned the tremendous cost of low
birthweight babies and mothers who
have not had good prenatal care. As a
former preschool teacher, my experi-
ence was that the young kids when
they got to be 3, 4, and 5 and were in
my preschool class were the ones that
were further behind, took longer to
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learn, and were much more difficult.
Do those costs reflect further in life as
these low birthweight babies grow up?

Mr. DODD. It does. As the Senator
has correctly pointed out, there are
costs when that child enters school
without the kind of learning capacity
that they should have and a variety of
other problems. The following numbers
were developed by the Carnegie Foun-
dation, the March of Dimes, and oth-
ers. Every time a low birthweight de-
livery is prevented, it saves between
$20,000 and $50,000. Every time a low
birthweight delivery is prevented, it
saves approximately $150,000 or more
on neonatal intensive care costs per
child.

Mr. REID. Will the Senator yield?

Mr. DODD. I would be glad to.

Mr. REID. I had two gentlemen from
Nevada come to my office who were
neonatalogists. They indicated—and I
think it is a confirmation—I would like
the Senator to respond—of what he is
telling us here—it is not unusual in
their facility to have women come who
have never ever seen a doctor, and they
are there for delivery, and that they do
not have babies that cost $150,000; they
have million-dollar babies. By the time
the baby gets out of a hospital the first
time, the hospital bill is $1 million. Has
the Senator heard of cases of that na-
ture?

Mr. DODD. Certainly. In years back,
those children would have died. And
today, because of our commitment to
research and technology, we can now
save those lives. But they are tremen-
dously costly. And again, you will hear
over and over about the low cost and
savings from prevention. I called Trav-
elers Insurance Co., by the way, and
asked about my amendment and said,
‘““How much will this cost?" It is 9
cents a day to cover children's care.
That is 9 cents a day in premium costs.

By the way, my insurance companies
do not oppose this amendment. We
hear about the insurance industry and
some of the things that are said about
them, but I want my colleagues to
know that they are behind this and be-
lieve it is an acceptable step. Many of
them have it already in their plans. A
lot of the HMO’s have it in their plans
and insist upon it. Some 20 States re-
quire it. So this amendment would just
insist that any private insurance plan
cover it as well.

Mr. REID. Will the Senator yield for
one final question?

The Senator from Washington stated
the problems that women have can be
preexisting conditions. To indicate
that this is not just a fallacy, I have an
organization, a nonprofit organization
in the State of Nevada that wrote me a
letter—I talked about it once a couple
months ago on the floor—the National
Association of Latin Americans. They
have 23 employees. They had health in-
surance, and the reason they were able
to maintain employees is they had
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health insurance. The average wage
was $4.50. They were glad to work; they
had health insurance. They were un-
able to find someone that would renew
or write a new policy because they had
preexisting conditions that had devel-
oped during the year. Two of the condi-
tions were pregnancies. One of the con-
ditions was diabetes. They were can-
celed.

Is this what the Senator from Con-
necticut is talking about?

Mr. DODD. Exactly. Those are ex-
actly the kinds of conditions and prob-
lems that people face. And I would like
to, Madam President, if I could draw
the attention of my colleagues to this
chart or graph here. There are a lot of
numbers and language here but let me
briefly try to explain the comparison
between the Mitchell plan and the Dole
plan when it comes to children and how
they are affected. We are talking about
the children of working people here
now.

These numbers here on the side of
this chart are income levels starting at
$14,000 going up to $44,000, which is 300
percent of poverty.

Under the Mitchell plan, the amount
of premium you would pay for children
is zero through 150 percent of poverty.

I would point out that under the Dole
plan, the cost of a family policy does
not cost you anything at $14,000, but
when you jump up to $22,000, 150 per-
cent of poverty, you don’t do very well.
Under the Mitchell plan, there is no
cost. Under the Dole plan, you pay
$5,883, in excess of 26 percent of that
family's income.

Mr. PACKWOOD. Will the Senator
yield for a question?

Mr. DODD. I will in a second. Let me
finish the graph. You go to $29,000,
$36,000, $44,000. These are working peo-
ple. We have made a significant effort
in the Mitchell plan to assist those
families, particularly at that level.

The highest cost a family at the
$44,000 level for these children is a lit-
tle in excess of $1,700 a year—4 percent
of that family’s income.

One of the things we want to try to
do here is not bankrupt people who are
out there earning a living, trying to
provide for their children’s needs. And
health care is costly. And so the Mitch-
ell plan makes a significant effort to
assist those working families with chil-
dren and see that they get the kind of
support and backing that they need.

With all due respect—as I said last
evening—and I will repeat it here now
because I do not want to hear it said
later, there have been very few people
in this Chamber who have fought hard-
er and cared as much about kids as Bob
DoLE of Kansas. Food stamps, WIC pro-
grams, he has been there.

Now, my reference here is the——

Mr. PACKWOOD. Will the Senator
yield?

Mr. DODD. In a second I will. There
is a significant difference and people
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ought to take note, a significant dif-
ference. If you are in that $22,000,
$29,000, $36,000 range, under Mitchell
you are paying less than 1 percent at
$29,000, 2.7 percent of your income at
$36,000, 4 percent of your income at
$44,000. Under the Dole proposal, at
$22,000, you pay 26 percent, at $29,000
you pay almost 20 percent, at $36,000,
you pay almost 16 percent, and at
$44,000, you spend 13 percent of your in-
come for coverage.

Mr. PACKWOOD. I do have a ques-
tion.

Mr. DODD. One quick question.

Mr. PACKWOOD. Yes. What benefit
package is the Senator using to esti-
mate the Dole-Packwood bill?

Mr. DODD. The Dole bill only covers
the family policy. It does not pick up
children separately. So there is a dis-
tinction. But this is how families are
affected across the board.

Mr. PACKWOOD. Where does the
Senator—

Mr. DODD. Let me finish. Then I will
yield to my colleague.

Mr. PACKWOOD. Where does the
Senator—

Mr. DODD. I will yield. Let me an-
swer the question. The Mitchell plan
provides for children specifically
whereas the Dole proposal covers the
family. The coverage and the cost is
the same. That is why we have this
amendment.

Mrs. MURRAY. Will
yield?

Mr. DODD. I will be glad to yield.

Mr. PACKWOOD. My question is
where did the Senator get——

The PRESIDING OFFICER. The Sen-
ator from Connecticut has the floor. He
has yielded to the Senator from Wash-
ington.

Mrs. MURRAY. I thank the Chair,
and I thank my colleague from Con-
necticut.

They probably heard me when I made
my opening remarks the other day talk
about a young child who I had in my
preschool class who was unruly and
disruptive, and after observing him I
noticed he could not hear, he had ear
infections. And I went to his mother
and suggested she take him into the
physician and help him. It did not
occur, and after 3 weeks I went back to
her and I said, ‘‘Have you taken him
in?" And she looked at me in tears and
said, “We don’'t have any health care
insurance.”

Now, there is a child who remained a
problem in my classroom simply be-
cause of ear infections. His family did
not have coverage. I would guess their
income was probably in the $22,000
range. Under the Mitchell plan, what
would be the premium she would have
to pay?

Mr. DODD. As it is written now—it
may be changed if people want to
knock it out or modify it—but right
now under the Mitchell plan, that fam-
ily is protected up to 150 percent of

the Senator
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poverty so that they would not have a
premium cost for those children.

We understand the value of that. If
their income falls into the $30,000
range, they participate and pay some-
thing. We are trying to help out work-
ing families in this area so that that
woman——

Mrs. MURRAY. That child would
then have gone into the doctor, had his
ear infections fixed, and been back and
been a nondisruptive member of the
class.

Mr. DODD. That is absolutely cor-
rect. The Senator made a point. Again,
in stating the statistics, Madam Presi-
dent, there are implications here—Lord
knows, there are implications. We
know now that a dollar invested in pre-
natal care can save on the average $3
to $4.

So the investment, in the case of a
pregnant woman, with the kind of care
that we can provide today, does a tre-
mendous amount to save costs when
you face the problems that these in-
fants incur with low birthweights.
Now, I would say my colleague from
Oregon is absolutely correct, in my
view, regarding vaccines. My State of
Connecticut has a free vaccine pro-
gram, and I have gone out day after
day, in area after area, Hartford,
Bridgeport, New Haven, with clowns
and food and gimmicks and everything
else to get people to come out and take
advantage of it. And they do not.

We have a hard time with that. We
have to think of more creative ways of
doing it. But, nonetheless, it is criti-
cally important that these children get
some assistance.

So this amendment that is the pend-
ing business, Madam President, does
not create a bureaucracy. Very simply,
it requires every private insurance pol-
icy in the country to include preven-
tive services for children and pregnant
women in their basic benefits package
by next summer.

Let me conclude on this note. I see
other colleagues want to address these
issues. I come from Connecticut. I
come from the insurance capital of this
country. I have 55,000 constituents who
work in the industry. I also have 23,000
constituents who lose their health in-
surance every month. Most of them get
it back before the year is out. But God
forbid something happens to them dur-
ing that year.

I would not be standing here support-
ing a program that would destroy the
private industry involved in health
care. They have done a very good job,
in my view. I know other colleagues
may have a different point of view. But
I believe they have done well. This bill
builds on the existing program. It does
not tear it down. This amendment spe-
cifically builds on the existing pro-
gram. That is why I think it is impor-
tant and why I believe it can make
such a difference in these young chil-
dren’s lives and their families’ lives.
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Mr. KENNEDY. Will the Senator
yield just on the question about the es-
timates? As I understand—I would be
interested if he agrees—the benefits
packages estimate is from the CBO for
Mitchell, and both the Mitchell and
Dole are estimated equal to Blue Cross
standard under the Federal Employees
Health Benefits Program. As I under-
stand it, the Dole probably is actually
higher because the community rating
pool is smaller. It is outlined on pages
86 and 87. But as I understand, that is
how the estimate came. Am I correct?

Mr. DODD. The Senator from Massa-
chusetts is absolutely correct. We are
talking about the children’s features.
In the Mitchell bill, we go beyond 150
percent of poverty and try to do some-
thing for those families.

Under the Dole proposal, there is an
effort, and 100 percent and up to, I
guess, 150 percent. It stops at 150 per-
cent.

Mr. KENNEDY. Nothing above 150.

Mr. DODD. That is correct.

Mr. KENNEDY. There is no program
in there for children?

Mr. DODD, That is correct. That is
why, under the Dole proposal, at 150
percent of poverty—in excess of $22,000
a year—you are going to be in the same
category as the person making $44,000 a
year when it comes to children. In fair-
ness to Senator DOLE, up to 150 percent
the plans both help families. I happen
to believe if you are making 200 per-
cent in excess of poverty or 300 percent,
you are not a wealthy American. You
are a middle-income family trying to
hold it together, pay mortgages or
rents, clothes, God knows what else.
These are not affluent Americans. To
suggest that those families can afford
26 percent of their gross income for
health care premiums is excessive, in
my view. Maybe others do not think it
is, but I think it is. That is why the
Mitchell proposal is so much better.

Mr. KENNEDY. If I could just ask the
Senator about this chart over here.
The Senator has addressed the ques-
tions about what is happening under
the Mitchell program, as I understand
it, which has the unique program
which is directed toward children. The
Senator’s amendment addresses this
concept and accentuates the benefits of
it at an earlier period of time. As I un-
derstand it, it has the support of many
within the industry as compared to the
Dole proposal.

The only question I would like to ask
is whether the Senator agrees that we
are basically talking about families of
working men and women. The Senator
has pointed out correctly that those
are the most needy children of working
families. The poorest are covered by
Medicaid.

But does the Senator agree with me
that there is a parallel in the difference
between the Mitchell program and the
Dole program, not just in terms of chil-
dren, but also for working families;
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that the effort of the Mitchell program
was to again try to get a very, very af-
fordable program for children, which
are the ones that have been left behind
in the special interests?

But does the Senator not agree with
me that, if you look further down the
road in terms of the Mitchell plan and
the Dole plan with regard to working
families, you see that dramatic dif-
ference again reflected in the amounts
that would be required in terms of pay-
ment? Under the Mitchell program, we
still try to keep that figure down. Here
you see 4 percent, 6 percent, 8 percent,
and 10 percent. Under the Dole pro-
gram, it goes 12 percent and 26 percent.
At $22,000 for a family of four, it is 26
percent, and, particularly since you are
talking about the voluntary program,
it is going to be virtually prohibitive
and really not a program at all.

Mr. DODD. The Senator is absolutely
correct. As I pointed out last evening,
of the 37 million Americans who have
no health insurance today, 12 million
are children. They represent roughly 25
percent of the population of the coun-
try, yet closer to 36 percent of the un-
insured. Eighty-two percent of the
adult population are working Ameri-
cans. If you are on public assistance,
you get health care today in America.

As I pointed out last evening, if you
are incarcerated in America today, you
get health care. But if you are work-
ing, it is difficult. Most of the unin-
sured are working.

I do not have the chart with me, but
let me make one last point which I
think ought to startle people because
of where the trend lines are going. In
1987, 64 to 656 percent of the children of
working families, working either full
time or part time, had employment re-
lated health care coverage. In 1992,
that number is now around 59 percent.
The number of children who are receiv-
ing insurance in families where there
are full-time jobs or significant part-
time work is declining. The trend lines
are moving in the direction where
fewer and fewer children are getting
covered because of the tremendous
costs.

So while you can say, ‘‘Well, Senator,
look, 60 percent are still covered,” you
are right. But it is down from 65 per-
cent of just a few years ago and head-
ing in the wrong direction. So while
that may be OK for you today, I just
caution you. If you think the status
quo is doing nothing, folding up our
tent, going home, taking the incom-
plete, in effect, because we did not
want to sit around and address these
hard questions, you are going to be in
potentially greater difficulty as a
working family out there in meeting
the health care needs of your children.
That is statistically the case as you
watch those numbers move in the
wrong direction, I think, by everyone's
estimate.

Mr. REID. Will the Senator yield for
a question?
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Mr. DODD. I yielded to my colleague
from Minnesota.

Mr. WELLSTONE. I yield.

Mr..REID. Just a brief question: The
State of Nevada has the highest teen-
age pregnancy rate in the United
States. In addition to that, almost 50
percent of the teenaged mothers have
never had prenatal care; zero. Would
the underlying bill and the amendment
suggested by my friend from Connecti-
cut help the young women in the State
of Nevada?

Mr. DODD. I say to my colleague, ab-
solutely. What we are doing here is re-
quiring the private carriers to have
this kind of service, to make it avail-
able in July 1995. It does not seem like
much to many people. But 18 months
could make a big difference to these
families.

Of course, under the Mitchell pro-
posal, the subsidies go up to 300 percent
of poverty. I am presuming that by and
large, these teenaged mothers come
from poorer families, and are poorer,
obviously, given their age and their in-
ability to earn higher incomes. They
are going to be particularly assisted in
this process, and they should be able to
get help.

The Senator from Oregon brings up
the point that we have to get them
there, too.

So I think it is a critically important
question.

Mr. WELLSTONE. Will the Senator
yield? First of all, would the Senator
agree with me? I have a chart. Actu-
ally, when you look at those Ameri-
cans that are without insurance, a dis-
proportionate number of them, in fact,
are working middle-income families.

Mr. DODD. The Senator is absolutely
correct. I am stunned that people do
not see that. The notion out there, I
think, is that the uninsured are all on
public assistance, that these are wel-
fare recipients who do not want to
work and are just living off everybody
else's labor. I am just amazed by this,
because the fact is that 82 percent of
those without health coverage are
working Americans. They may be hold-
ing a low-wage or low-salary job but
they are working. In a sense, we are
trying to amend the welfare laws in
this country. If you have kids, you
would almost have to be out of your
mind to get off welfare and take a $6 an
hour job with no health care coverage.

We are trying to get people off wel-
fare and into private sector jobs. What
is the inducement if you go out there
and take that job and you lose the
health care coverage you get as a wel-
fare mother? What is the inducement?
You can almost argue that you are
being irresponsible to your children if
you go off welfare and lose all health
protection for them.

We are trying to get people off of wel-
fare without losing health coverage.
That is the biggest incentive to de-
crease welfare dependency I know of.
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You talk to welfare recipients and they
are scared about not having health
care coverage for their kids. It is going
to be hard to make any progress to-
wards getting people off welfare if we
do not provide a good health care sys-
tem for those Kids.

Mr. WELLSTONE. What the Senator
is saying is that you actually can have
a true welfare reform bill where women
or men—usually women are the single
parents—are able to work and support
their children—although I believe he is
saying being at home with the children
is very important work. But unless we
do something about health care reform
to make sure they do not lose their
Medicaid on AFDC. Is that what the
Senator is saying?

Mr. DODD. The Senator is correct. I
feel so strongly about it because we do
not value enough those people who say:
Look, I am going to try and do this on
my own. I do not want to ask for any-
body's help. I am going to take that job
and try to provide for my family. They
are going out that door and they do not
get many good jobs, high-paying jobs,
and they place their families at risk as
a result. If you really claim to care
about people and want to see them
working, we must have health care.

I have always said the best social
program designed by anybody any-
where is a job—a good old 9-to-5 or 8-
to-4 job. Nothing does more for fami-
lies, for one’s sense of self esteem and
self worth, then to be able to contrib-
ute to your family, your neighborhoods
and community through a job. So if we
are to try to get people to work, we
have to do something on the health
care issue.

We have about 20 legislative days left
in this Congress. After all the work,
hearings, discussion and debate, we are
down to 20 days, and I am hearing peo-
ple say, "I have not heard enough yet.
I need to examine a bit more.” Our var-
ious committees have held at least 80
hearings with hundreds of witnesses.
Most of us in this body have attended
hearings. In my case I participated in
10 days of markups in the Labor and
Human Resources Committee as well,
and I know there was a similar mark-
up in the Finance Committee. The Pre-
siding Officer may know, or my other
colleagues may know exactly how
much time was spent.

My Lord, my friends, what is the real
situation here? We do not spend this
much time on other complicated mat-
ters around here. To have somebody
say, ‘I am sorry, I do not quite get it"’,
is ridiculous. When I go home, the peo-
ple in my State get it. They under-
stand it. They want preexisting condi-
tions eliminated; they want port-
ability, and they want to see kids get
covered in this country.

This is not magic. This is not that
difficult. This is about rolling up our
sleeves, deciding to work together and
getting the job done. We have about 3
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weeks left to do the job. The American
public, I think, expects us to try. We
may fail in the end, but let us not fail
by filibuster. Let us try and get it done
and try and work together. This tactic
of 30, 40, 60 hours of general debate is
not fooling anybody. This is the tactic
of digging in your heels, slowing down
the process, hoping the calendar runs
out, hoping we go home, and hoping
the American people lose.

I yield the floor.

Several Senators addressed
Chair.

The PRESIDING OFFICER. The Sen-
ator from Utah [Mr. BENNETT] is recog-
nized.

Mr. BENNETT. I yield such time as
he may require to my friend, Senator
SHELBY.

Mr. SHELBY. Madam President,
‘‘Who shall check the Parliament?"
Yes, who shall check the Parliament?
John Stuart Mill asked this question
over a century ago, and it is appro-
priate today.

Mill subsequently notes that:

An assembly, if the cry of the moment goes
with it, however hastily raised or artificially
stirred up, thinks itself and is thought by ev-
erybody to be completely exculpated, how-
ever disastrous may be the consequences. Be-
sides, an assembly never personally experi-
ences the inconveniences of its bad measures
until they have reached the dimensions of
national evils.

Those were the words of John Stuart
Mill.

Madam President, Mill frames for us
the fundamental question that the Sen-
ate confronts at this very moment:
Will we, in haste, and in the heat of
battle, lose our measured and our judi-
cious temperament? Will we, with no
sense of culpability and responsibility
for our rash actions, pass bad measures
that will become national evils for
present and future generations?—to
paraphrase Mill.

Madam President, in the Federalist
Papers, No. 62, Madison informs us that
the Senate’s constitutional necessity is
marked by ‘‘the propensity of all single
and numerous assemblies to yield to
the impulse of sudden and violent pas-
sions.”” Madison reminds us that the
Senate “must be, in all cases, a salu-
tary check on the Government.”

In the United States, it is the Senate
that must watch the Parliament.

The American people are anxiously
waiting to see if the Senate—this Sen-
ate—fulfills its constitutional role and
checks the popular passions that have
been unleashed in the rush to pass
health care reform.

This health care debate is one of the
most critical moments in the economic
and social history of modern America.
This Senate, Madam President, will de-
cide whether or not we will have the
most massive expansion of Federal
power and spending commitments since
the Great Society programs—a decision
that will decide the future of every
American’s health care, the tax and fi-

the
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nancial burdens on our children and
grandchildren, and the fundamental
role of Government in the free market.

The private sector in Europe has cre-
ated no net new jobs in 20 years as a re-
sult of high burdens on employers, big
government, and untenable social
spending commitments. Furthermore,
Western Europe suffers from structural
11 percent unemployment compared to
under 7 percent in the United States.
As a result, the leaders of the European
Community agreed in 1993 that lower
labor taxes were needed to enhance
competitiveness.

Yet, Madam President, while Europe
struggles to throw off the yoke of these
big government burdens, this Congress
is preparing to put another burden on
private employers in the form of insur-
ance mandates, increased taxes on the
American people, expanding Federal
spending by over a trillion dollars in
the next decade and, yes, and give the
Government the major role in manag-
ing 14 percent of our economy through
so-called health care reform.

Throughout the world, governments
are slimming down and loosening the
shackles on private enterprise. Yet,
like a dinosaur, the United States
trods down the well-worn path of big-
ger Government and higher taxes—a
path that is less and less attractive to
the other advanced industrial societies
in the world.

A recent poll taken in my home
State of Alabama found that 57 percent
of Alabamians believe that Congress
should take more time to study the
health care issue, rather than acting
immediately to pass legislation.

This number reflects the belief ex-
pressed by 46 percent of the poll's par-
ticipants that the net effect of health
care reform on an individual's personal
health care coverage will be negative.
Only 12 percent of the poll's partici-
pants felt that their health care would
improve under this type of legislation
that is before the Senate today.

Madam President, there is deep anxi-
ety in my State, and I believe across
the country, that in order to meet an
artificial deadline set by the date of
congressional adjournment, Congress
will pass an ill-conceived, politically
compromised piece of legislation—leg-
islation that imposes substantial new
tax and fiscal burdens on the American
taxpayers and makes our current
health care system, a system that pro-
vides the highest quality health care in
the world, substantially worse.

One-seventh of our economy is tied
to our health care system. It would be
irresponsible for this Congress to pass
legislation making sweeping changes
in our system without due consider-
ation and examination of the con-
sequences.

Few Senators have had a chance to
adequately review the contents or to
consider the consequences of the volu-
minous document that we are now con-
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sidering. Only since last week have we
seen the bill language of the pending
measure. Even more astounding, we are
now looking at our third revision of
that bill during the past week.

This is no way to reorganize one-sev-
enth of our economy. It would take
years to adequately assess the impact
of this plan on every American’s health
care and his or her pocketbook.

At present, all we have is a scant two
dozen pages of analysis from the Con-
gressional Budget Office, an analysis
that the office itself admits is hardly
reliable.

The rush to pass health care reform
has failed to take a hard look at the
new fiscal commitments that will be
made as a part of reform, or to ade-
quately discuss what has become the
second major raid on the American
taxpayers in this Congress.

I did not support the massive tax in-
creases passed by this Congress last
year. I worked actively to defeat that
measure and I will oppose the new tax-
ing and spending binge by a taxaholic
Congress called for by the pending
health care reform bills before the Sen-
ate.

The Mitchell bill would put the bur-
den of nearly $300 billion in new taxes
over the next decade on the back of the
American taxpayer. Most of these
taxes will be raised through the tax-
ation of every working American’s
health benefits.

The 103d Congress has already raised
more taxes than any Congress in his-
tory. Passage of the Mitchell bill will
only ensure that this legacy will not be
easily undone or overcome by future
Congresses.

I am opposed to employer mandates
in any form. I am opposed to price con-
trols. And I am concerned about the
impact of so-called reform on the qual-
ity of our health care in America. How-
ever, the fiscal issues involved in
health care reform remain my over-
riding concern here today.

The Mitchell bill, this so-called mod-
erate bill, will make almost half of the
American people dependent upon the
Federal Government for their health
care. Through the year 2004, the sub-
sidies for expanded coverage will cost
the taxpayer over §1 trillion—$1 tril-
lion in new spending, with or without
employer mandates.

The Mitchell bill proposes to pay for
part of this massive new entitlement
by putting four separate taxes on the
working American's health benefits
taxes that Senator GRAMM, and others,
and I will attempt to eliminate from
this bill.

One tax would put a 35-percent as-
sessment on any benefits that an em-
ployer provides to an employee over a
Government-determined minimum
level. Can you imagine?

A second tax would levy a 25-percent
assessment on health care premiums
that exceed 2 percent real growth each
year.
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The third tax is a 1.75-percent excise
tax on every health care premium in
the country.

The final health benefit tax is a very
cleverly concealed provision that
would prevent insurers from offering
discounts—can you believe it—for a
healthy lifestyle and good health.

This tax would instead require these
plans to make payments to underwrite
high-risk individuals.

I am going to discuss these taxes at
length in the future,.

But I want to state here and now
that the American people did not count
on health care reform being financed
on the backs of their hard won and
well-deserved benefits.

The high-growth plan tax is not only
a tax on quality health benefits, but is
also intended as a form of price control
that would result in rationing of health
care services offered by health plans.

However, despite the cynical inten-
tion for the tax to reduce the American
worker's health benefits to one-size-
fits-all health plans that provide fewer
benefits for the same amount of
money, the tax will not control costs.

According to the CBO, this tax would
provide little incentive for cost con-
tainment. Instead, the tax is a monster
$70 billion revenue raiser that will in-
crease the cost of the working Ameri-
can’s health care premiums.

The Mitchell bill also contains a 1.75-
percent excise tax on every health care
premium in the country. Like all con-
sumption-based taxes, this tax is a sub-

stantial revenue raiser, and it will
Erow.
However, like all sales and excise

taxes, the working people of America
will feel the pain of the tax in far
greater proportion than will the well-
to-do. Is taxing the middle class’'s
health benefits to pay for bigger Gov-
ernment health care reform? I say no,
Madam President.

This is the Congress that promised to
make the wealthy pay their fair share.
Yet, once again it is the middle class
who must pay the bills for the Federal
Government's unchecked growth.

Furthermore, Madam President, the
taxes on excess health benefits strike
at the heart of our fundamental free-
doms and the American spirit. I could
never support a measure that would
limit any American worker or em-
ployer to a Government-defined health
plan if they desired to purchase better
for themselves or their family.

The right of any American citizen to
improve his or her circumstances is as
fundamental as the right to free speech
or trial by jury. This tax would not do
that. It is not right.

Madam President, Congress can take
a few simple steps to reform our insur-
ance market, reduce administrative
costs, and make insurance more afford-
able to small businesses this year with-
out giving the Government control
over our Nation's health care system
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or levying new burdens on an overtaxed
economy.

A vote for a bad health care bill is
not a vote for reform. Health care re-
form should not become an excuse for
expanding the size and power of the
Federal Government.

Consequently, I will vote and work
against any measure that levies new
taxes on the American people, makes
unrealistic fiscal commitments for fu-
ture Congresses to meet, imposes job
killing mandates on small business, or
threatens to reduce the quality of a
health care system that works well for
85 percent of the American people.

I believe Congress must do health
care reform the right way or should
wait until the next Congress. The
stakes are too high to do otherwise.

Madam President, I believe the
Mitchell bill is unwise, unworkable,
and unwanted by the overwhelming
majority of the American people. I
urge my colleagues to oppose the
Mitchell proposal.

1 yield the floor.

The PRESIDING OFFICER. The Sen-
ator from Nevada is recognized.

Mr. REID. Madam President, I say in
brief response to my friend from Ala-
bama health care this year is going up
over $100 billion. We have to do some-
thing about that cost of health care.
Also the 17 percent of the people who
have no health insurance are not the
only ones who suffer. There are many
people who have insurance who we call
underinsured. It is a problem we must
address.

I yield now 1 minute to the Senator
from Virginia.

The PRESIDING OFFICER. The Sen-
ator from Virginia is recognized.

Mr. ROBB. Madam President, I thank
the Senator from Nevada and the Sen-
ator from Minnesota, who has kindly
permitted me to go one place ahead of
him.

Madam President, I rise today to sup-
port the amendment offered by my col-
league from Connecticut, Senator
DobpD, which requires that new health
insurance policies or renewals include
clinical preventative benefits—without
copayments—for pregnant women and
children.

This is a very important amendment,
because it goes right to the heart of
what we're trying to do in this health
care debate: spend health care dollars
wisely and rationally, and expand ac-
cess to health care to those who really
need it.

I would argue strongly that spending
money on preventive care for pregnant
women is a good economic deal. I
would rather pay for prenatal and post-
natal care any day than pay the hun-
dreds of thousands of dollars it can
take to care for a child in a neonatal
intensive care unit—and I have visited
many of them.

Ensuring that children get adequate
preventive care, immunizations, et
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cetera, should reflect what we stand for
as a Nation.

Some of my colleagues have spent a
great deal of time talking about Lyn-
don Johnson and his commitment to
provide health care to poor Americans
through Medicaid and to our Nation’s
senior citizens through Medicare. I can
tell you, firsthand, that Lyndon John-
son was a magnificently generous
human being who personally felt the
pain and suffering of the people around
him. He truly felt injustice. He felt in-
equities. He was a large man who be-
lieved that wrongs could be righted if
you had a good product to sell and you
worked hard enough.

His oldest daughter, to my own good
fortune, is the same way.

As Governor, I established the South-
ern Governor’s Commission on Infant
Mortality—and I appointed my wife,
Lynda, to serve on commission rep-
resenting the Commonwealth of Vir-
ginia.

During the last decade, Lynda has
traveled throughout Virginia, through-
out the South, and throughout the Na-
tion—later as a member of the congres-
sionally mandated National Commis-
sion to Prevent Infant Mortality—
working to make people understand
that providing preventive health care
to pregnant women is just plain the
right thing to do from an economic
standpoint, from a moral standpoint,
and from an ethical standpoint.

I thank the Senator from Nevada for
yielding the time and especially the
Senator from Minnesota who will now
be recognized.

The PRESIDING OFFICER. Who
yields time?

Mr. REID. Madam President, I yield
20 minutes to the Senator from Min-
nesota.

The PRESIDING OFFICER. The Sen-
ator from Minnesota is recognized for
20 minutes.

Mr. WELLSTONE. Madam President,
I wrote a piece for the Minnesota Star
Tribune a couple of weeks ago. I would
like to read from the beginning, be-
cause it sets the tone and framework
for my remarks on the floor of the Sen-
ate today, which are a little bit dif-
ferent from everybody else’s.

I quote from the piece:

Citizens beware. Health care that is always
there is out, and triggers are in. All of you
who worry about losing your coverage, who
have no coverage, who are not covered for
the conditions you most need insurance for,
who pay too much for too little, are in dan-
ger of being told to just sit tight, all because
several health care proposals circulating in
Washington are generating a lot more atten-
tion than they deserve.

Madam President, let me start out
with the obvious, because I think it has
been lost in some of the debate. The ob-
vious point is that the Mitchell bill,
which represents a lot of hard work on
the part of the majority leader, never-
theless leaves out some 14 million
Americans for a very long period of
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time. It is not a universal coverage
bill.

Most people who are following this
debate and who think about their own
lives understand that when 14 million
people are left out, that could very well
be them.

Madam President, it is very interest-
ing to me that, as we think about a
hard trigger in 2002—if that in fact be-
comes necessary—that here in the U.S.
Senate we are not waiting until 2002 for
all of us to be covered.

And one more time, I do not think
the Mitchell plan meets the standard
set by so many of the speeches I have
heard and so much of the rhetoric that
I have heard that we ought to pass a re-
form bill that gives everyone as good a
health care plan as we have for our-
selves and our children.

Madam President, there is another
issue—and this is far less a criticism of
the majority leader’'s plan and far more
a criticism of some of the alternatives
or lack of alternatives we have heard
from some other colleagues. I heard the
Senator from South Dakota say he be-
lieves universal coverage is so impor-
tant to cost containment. I heartily
agree with his analysis.

Let me take it one step further. If we
do not have universal coverage and we
move to community rating, which we
should do, the premiums for younger
people go up, and then they do not par-
ticipate because they do not have to.
And then, in the language of actuaries,
what that leads to is a death spiral
where, in fact, people’s premiums then
go up for more people, and then more
people drop out. It just simply is un-
workable.

Madam President, earlier today we
were talking about the Dodd amend-
ment. I asked the Senator from Con-
necticut—and I appreciate his fine
work—whether or not one of the most
important aspects of his amendment
was to go beyond very low-income peo-
ple and get some early childhood care
or prenatal care to a wider range of
women and to their children; and was
it not true that, among the 40 million
people who have no health insurance,
many of them were moderate income,
working families? He said, yes. And 1
agree with him. That is why his
amendment is so important.

But the fact of the matter is, whereas
the President promised affordable
health care, the majority leader’s bill
still leaves all too many families—
when we get beyond this care and these
services for women and children, but
other services people need and other
health care they need—still paying up
to 20 percent or more of their family
income just for health insurance pre-
miums.

In other words, if you do not have
employers paying their fair share—and
please remember, colleagues, our em-
ployer pays 72 percent—then you have
to go to subsidies. But if you want to
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keep the cost of subsidies down and
only cover low-income or low- and
moderate-income people, a lot of work-
ing and middle-income families do not
receive any subsidy or any support.
Thus, whether it be pretrigger or even
posttrigger, you could still have fami-
lies paying—and they do pay—20 per-
cent or more of their annual income on
premiums. And that is too much for
middle-income people. As a matter of
fact, I think we pay about 3 percent of
our income, as Senators, for our plan.
That is quite a difference, Madam
President.

Third of all, there is another weak-
ness in the majority leader’'s plan, for
all the positive effort that he has
made, and that has to do with low-in-
come families and low-income people.

Madam President, I just would tell
you that if we are going to continue to
have a $10 copay in fee-for-service
health plans, whether it be for Medic-
aid recipients or whether it be for low-
income people, in the State of Min-
nesota and in many States with rural
communities where we do not have
HMO’s, 810 will be too much.

We are all trying to emphasize fam-
ily doctors and nurse practitioners and
preventive health care. But if your
child has a sore throat and you can't
afford the $10, you will not go. It will
not be universal coverage if it is not af-
fordable. People simply will not go.
And if we are talking about low-income
families and children, I will just tell
you that $10 copay is too much.

Finally, I worry to no end—and I
wish this was more a part of the discus-
sion—about two provisions in the ma-
jority leader’s bill that I really think
have to be dealt with in amendments.

Two points, Madam President: We set
up commissions. We set up a National
Health Benefits Board and we also set
up a National Health Care Cost and
Coverage Commission.

There is no requirement for
consumer representation on these
Boards. I will have an amendment say-
ing we ought to make sure consumers
are represented on these boards.

But what bothers me the most is the
fail-safe mechanism that says that if
we do not contain costs—and I am not
at all sure we will be able to—auto-
matically the National Health Care
Cost and Coverage Commission will cut
subsidies.

Well, if you are going to cut sub-
sidies, you are going to cut subsidies
for low- and moderate-income people.
Are we going to privatize Medicaid,
take low- and moderate-income off the
coverage they have and offer them cov-
erage in the private sector, only to find
that if there is no cost containment,
we are cutting their subsidies?

Why don't we really guarantee cost
containment? What happened to insur-
ance premiums caps? What happened to
finding ways to overhaul health care
costs? What happened to making cuts
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in our administrative load? Why would
we want poor people to be the ones to
be the first to be cut?

Another amendment is in order to
strengthen that provision.

Madam President, the majority lead-
er has really made an effort to bring a
bill to the floor and I applaud him for
that.

But then I see some of these other ef-
forts.

Yesterday, we had the Boren-Nunn-
Domenici-Bennett bill introduced. And
I just would have to say—and maybe
later on this will be a point of debate—
there is no universal coverage in this
proposal. It would cover only 90 per-
cent of Americans. We are talking
about leaving 24 million men, women,
and children without protection. That
is what CBO is going to say. That is
what CBO has said about similar pro-
posals.

1 could raise questions about cost
containment. I could raise questions
about the comprehensive benefits.
Where are the long-term benefits,
where are the prescription drug bene-
fits that are in the majority leader’'s
bill?

Finally, just to signal what I think is
going to be a very important debate,
this proposal does not give States the
option of implementing a single-payer
program. Madam President, quite
frankly, this is a little bit perplexing
to me, because a good conservative
principle—one, by the way, which I
have shared almost all my adult life—
is a critique of overly centralized and
bureaucratized public policy. I have al-
ways felt conservatives have been right
about that.

Decentralize health care. After we
talk about some basic national goals
and standards, let us let States decide
on how they might finance and imple-
ment reform. Let the creativity and
the development and the bargaining
and the financing be at the State level.

Utah may not want to go single
payer. In that case, Utah should not.
But maybe Minnesota should. Or
maybe Vermont would. Or maybe Cali-
fornia might. And maybe Florida would
do everything within managed com-
petition. States are already labora-
tories of reform. Why would anybody
be afraid of letting a State have an op-
tion to implement a single payer plan?

Then I read the New York Times
today and I got the sense that the ma-
jority leader’s bill—which does not
have universal coverage, which does
not include the same benefits that we
have, which does not call for employers
to contribute 70-some percent, all of
which is what we have as Senators—
may yet be even further weakened.
Now there are all sorts of other discus-
sions about how to water down the bill
and weaken the bill. While at the same
time, over and over and over again, the
vast majority of people in the country
say they are for universal coverage.
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The vast majority of people in the
country say they are for employers
paying their fair share.

Madam President, these pieces of leg-
islation are alternatives which further
weaken the majority leader’s bill,
which is already quite weak in present
form. I myself have made no decision
whether I can support this bill in
present form, much less if it is weak-
ened. I think then support would be
very problematical.

It will do nothing about the trends.
In 1980, 24.2 million Americans were un-
insured; 1992, 38.9 million. We cannot be
talking about legislation that keeps
things as they are or weakens the pro-
posal given the kind of trends we see
within our country.

(Mr. PRYOR assumed the chair.)

Mr. WELLSTONE. By way of conclu-
sion, let me go to point A and point B.
Today I sent a letter to the majority
leader, with Senator SIMON, Senator
FEINGOLD, Senator MOSELEY-BRAUN,
Senator METZENBAUM, and Senator
HARKIN. I will just read a paragraph.

As we continue to support your efforts to
achieve affordable health care coverage for
every American, we want you te know that
we are gravely concerned about several as-
pects of the bill you have introduced. Fur-
ther movement away from the goals of uni-
versal, affordable coverage would cause us to
question even more seriously our ability to
support the bill.

Mr. President, I want to make it
clear that we meant those words and
will be meeting with the majority lead-
er at 11 a.m. on Monday. I will not read
from the rest of this letter, but I will
tell you, Mr. President, that for my-
self—and I think I speak for some of
my colleagues, although they have
very important amendments as well—
we are ready to come to the floor with
amendments to strengthen this bill. I
want to give some examples.

There is no reason why we cannot
achieve universal coverage for every-
one sooner by having an earlier
timeline for insurance reforms trigger-
ing an employer mandate by 1999 if
necessary. We would like to find a way
to get to this commitment we made
earlier.

No. 2, Mr. President, we ought to im-
prove the contribution that employers
make. If in our case our employer con-
tributes 72 percent of the premium,
then we should have an amendment
that says that as a matter of fact in
this health care reform plan that
should be exactly the way we move to
financing. The same quality plan, as
good as what we have. By the way, an-
other amendment on my part will be a
vote on the sense of the Senate that
the final plan should provide people
with as good health care as what we in
the U.S. Congress have. That should be
a yardstick.

Mr. President, there ought to be ef-
fective cost control measures. But if we
do not stay within budget, we should
not automatically trigger cuts in cov-
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erage for poor people. We ought to trig-
ger a cap on insurance company pre-
miums. I guess the insurance compa-
nies have a little more power than low-
income people. Maybe that is what is
going on. But I assure you, I will have
an amendment on the floor that will do
that.

If we are talking about employer
mandates and about universal cov-
erage, then I would make another pro-
posal. It would seem to me that we
might also think about what happens if
matters get worse. So we will have an
amendment to say that if coverage
goes below 1994 level, we will have an
automatic trigger for an employer
mandate. What if only 80 percent are
covered as opposed to 83 percent in
1994? Then we ought not to be talking
about year 2002, we ought to be trigger-
ing employers paying their fair share
earlier.

We have to talk about some kind of
maintenance of effort. There are many,
many people in this country that worry
about a trigger that leads to 50-50 cov-
erage when their employers are con-
tributing 80 percent. What are we going
to do to prevent employers from
ratcheting down coverage they now
provide? We need to come to the floor
with an amendment that makes sure
that does not happen to so many mid-
dle-income and working-income people,
the very people we have been talking
about all morning.

There is no reason why we should not
have disclosure of CEO salaries as a
condition of tax deduction, or to get
subsidies.

Let me also say that there are a
whole range of other amendments
which I think will strengthen this, in-
cluding making sure that consumers
have representation on health care
boards. If we are going to set up these
boards and they are going to deal with
cost containment and they are going to
deal with benefits, then we absolutely
ought to make sure that consumers
have representation. I think of amend-
ments that will strengthen the long-
term care. I think of amendments that
are important in mental health sub-
stance abuse. I look forward to intro-
ducing one with my colleague, Senator
DOMENICI.

But I want to say today on the floor
of the Senate that we have now
reached the point where the majority
leader has brought out a bill. It has
some fundamental weaknesses. He be-
lieves it is a first step. I hope it will be
a first step. Right now I am not sure.
But what I do know is that some of
these alternative efforts just simply
weaken it and water it down to the
point where, I guess, all of us can have
a fancy name and an acronym and say
we have done something great. But cer-
tainly it does not live up to the com-
mitment we began with which is: We
ought to make sure that each and
every citizen, each and every man,
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woman, and child can afford humane,
decent health care for themselves,
their loved ones and their children.

We ought to make sure that the
health care plan that we pass is as good
as the plan we have. We are all covered.
Another amendment I am considering
with Senator SIMON says if we are
going to have 95 percent coverage, then
we ought to have an amendment to fig-
ure out which five Senators will go
without coverage.

We are going to see that health care
for everyone is as good as what we have
in the Congress. Everyone is covered
here, there are no exceptions for pre-
existing conditions, our employers con-
tribute over 70 percent of the premium,
and it is a good comprehensive package
of benefits—though it could be im-
proved. I think that is the standard.
Over the next couple of weeks to come,
we will have the amendments to
strengthen it. If this bill gets further
weakened, if this reform effort is hi-
jacked, then there are some of us in the
Senate who I think are going to fight
as hard as we know how to.

Certainly I view this meeting with
the majority leader on Monday as
being important. It is quite one thing
to present your very best as a reform
effort and say it is a step forward. It is
quite one thing to say, do not make the
perfect the enemy of the good. I agree.
It is quite another thing to get to the
point where you have a piece of legisla-
tion that is so weakened, so watered
down, so hijacked, so blocked by all
those huge interests that have poured
all that money into Senators and Rep-
resentatives with all their power and
clout with the people who need this re-
form the most left out. It seems like
the people who need the change do not
have the power, and the people who
have the power do not want the
change.

Whether we reach that point—and I
think we are close to it—I think there
are a number of us in the Senate who
will draw the line in the sand on that.

I yield the remainder of my time.

The PRESIDING OFFICER. The Sen-
ator from Utah.

Mr. BENNETT. Mr. President, I yield
myself such time as I may require.

Mr. President, I say to my friend
from Minnesota, whose enthusiasm is
one of the refreshing things about this
place, that he need have no fear about
voting for the Mitchell plan. Because I
am convinced if the Mitchell plan
passes, it will be such a disaster, bu-
reaucratically and administratively,
that his opportunity to take the open-
ing to offer single payer will be has-
tened by the failure of the Mitchell
plan. And there are some of us, frank-
ly, who would prefer single payer to
the disaster of the Mitchell plan. I say
that as one who is opposed to single
payer, but who, upon examining the
Mitchell plan, says administratively
single payer makes more sense.
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Mr. WELLSTONE. Will the Senator
yield for a moment?

Mr. BENNETT. I will be happy to
yield.

Mr. WELLSTONE. I thank him for
his remarks. I obviously do not agree
with his analysis of the Mitchell plan,
at least within the Senator's frame-
work. We will not go into it now. But
I am very interested in the second
point he made. If that is the case—and
I know the Senator from Utah to have
tremendous intellectual integrity—
then I am hoping that I will be able to
enlist the Senator’s support for at least
some language that will enable the
States to have flexibility to go forward
with their different approaches.

In other words, that was one of the
things, as I mentioned in my earlier re-
marks, which surprised me about the
bill. And Senator DOMENICI, who is one
of my best friends here, brought out
language that would preclude States
from being able to do that.

Why not let the States have an op-
portunity, and if it does not work, it
does not work, but let the people and
their representatives decide.

Mr. BENNETT. Mr. President, there
are some reasons why we adopted the
position we have, in our view. But I
would be more than happy to sit down
with my friend from Minnesota and go
through that, because the main point I
intend to make in this discussion that
is coming up is that the notion that we
are facing a window of opportunity
here that will close within the next 20
days if we do not take it is a notion
that is completely unacceptable to me.

1 believe we will meet next year, we
will meet the year after. I think we
will be discussing this over a period of
time, and what I am going to ask for is
an intelligent, staged reform that does
not rush to judgment or, in my view of
the Mitchell bill, rush to disaster in
the desire to meet an artificial dead-
line.

I would be happy to visit with my
friend from Minnesota to talk about
the place where a single-payer thing
might be of some appropriateness, but
do it in something other than the kind
of frenzy that has been built up around
this debate today.

Mr. President, I remember as a fresh-
man Senator some months ago walking
onto the floor and falling in step with
the distinguished chairman of the Fi-
nance Committee, Senator MOYNIHAN. I
first met Senator MOYNIHAN when we
served together in the Nixon adminis-
tration. Maybe neither one of us want
to admit that now. But he served as do-
mestic counselor to President Nixon,
and I was in the Department of Trans-
portation as the head of congressional
relations. Ever since that time, I have
had great respect for his intellect and
his intellectual honesty.

As we stepped onto the floor of the
Senate, I said to him, ‘““‘Senator, are we
going to get health care this year? Are
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we going to be able to pass some-
thing?’’ And he said, ‘“Yes, I think so."”

Then with his well-known under-
standing of history, he gave me the fol-
lowing history lesson:

He said, ““Harry Truman tried to do it
in the 1940’s and the Republicans said
no and we didn’t get anything.”

He said, ‘"Richard Nixon tried to do it
in the late 1960's and the Democrats
said no and we didn’t get anything. But
now,” he said, “both the Republicans
and the Democrats are agreeing that
we have to do something about the
health care system, and I think we will
get a bill.”

That is what he was saying, and I was
agreeing with him roughly a year, 14,
15 months ago.

Now, where are we today? I turn to
the current issue of Newsweek under
the head, ‘“National Affairs,” and read
this headline: **Will Reform Bankrupt
Us?

Health care: 65 percent of Americans say
Congress should start over. Newsweek's eco-
nomics columnist argues that they're right.

How did we get here, from a cir-
cumstance where a Republican and a
Democrat could walk onto the floor of
the Senate agreeing with each other
that we are going to get a bill, to the
point where a national publication says
65 percent of the Americans say we
should wait and start over next year
and they argue very persuasively, in
my view, that the 65 percent of Ameri-
cans are right.

What has gone wrong with the proc-
ess? Have we not discussed this
enough? Oh, Heaven knows we have
discussed it enough. We heard on the
floor of the Senate about the 80 hear-
ings that have been held in the two
committees, and that is just in the
Senate. We talked about it on the
House side. We spent time on the floor.
Yes, we talked it through enough.
What is left to discuss?

Well, I suggest that we have talked
and we have talked and we have talked
about the wrong things. We missed
some very fundamental points that
need to be addressed before we are
going to come up with the answer to
this. I would like to outline some of
those.

No. 1: We have not talked at all, ex-
cept in a glancing occasional reference,
about better health. We have spent all
our time talking about health care, but
we have not talked at all about provid-
ing information or motivation for peo-
ple to stay well in the first place. Of
course, the best cost containment of all
in the health care debate is going to be
better health on the part of individual
Americans. This is not a matter of uni-
versal coverage; it is a matter of edu-
cation and motivation.

We do it in other kinds of insurance.
I see the ads, so do you, for auto insur-
ance: ‘‘Nonsmokers discount,” we see.
There is a clear economic incentive for
somebody to do something intelligent
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about their own health and stop smok-
ing.

When I go down for a life insurance
physical, the first question I am asked:
“Do you smoke? Do you drink? Do you
engage in—"" and they have a list of
other high-risk activities. And when I
say, “No, I don't smoke; no, I don't
drink,” so on, “No, I don’t engage in
some of these other things,” they say,
‘““Well, you will get a better rate.”

When we stand on the floor and talk
inevitably and incessantly about
health care for all Americans that can-
not be taken away, we wipe aside the
notion that there might be some kind
of incentive that could be built into
our system that says that people who
take better care of themselves should
get a better deal when it comes to pay-
ing for health care than people who do
not. That has not been part of the de-
bate, and that is one of the reasons
why we have gone astray in all the talk
we have had and missed the point.

If I may quote from the Newsweek
article with respect to this issue about
better health, Mr. Samuelson says:

We are slowly surrendering our economy to
health care—for surprisingly modest gains in
our health—and what we needed was a de-
bate that confronted these relentless pres-
sures, '"The cost-control imperative has been
lost,” says John Inglehart, editor of the re-
spected journal Health Affairs. Some day
there may be frightful economic con-
sequences. Business groups already say the
costs of Government-dictated benefits will
destroy jobs. Those would mount if health
spending climbs and the costs are imposed on
businesses by flat or payroll taxes. Europe's
experience is sobering. Since 1974, its unem-
ployment has risen from 3 to 11 percent and
private job growth has been meager.

His first point, we have seen all this
increase in health spending, but we
have gotten very little benefit and re-
sults.

Here is the same article:

Economist Charles Phelps of the Univer-
sity of Rochester studied the connection be-
tween higher health spending and Nations'
improved health. The connection was *‘tenu-
ous.” The biggest health gains come from
higher incomes—

If you earn more, presumably you
take better care of yourself, not from
health care,
higher incomes, better education and inex-
pensive measures: Vaccinations, antibiotics
against infections. Among individuals, diet
and personal behavior (smoking, drinking,
drug use) often explain who's healthy and
who isn’t. Even in societies such as England
and Sweden, where everyone has insurance,
the poor aren't as healthy as the middle
classes.

You have not eliminated the dispar-
ity in health by eliminating the dispar-
ity in health coverage, and that is
something I think we should have been
talking about.

I keep hearing from my constituents:
‘“As you address health care, Senator,
address the issue of high-risk behavior
and do something to see to it that
there is some kind of economic incen-
tive for people to take better care of
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themselves.” But there is nothing in
any of these bills, there has been noth-
ing in any of the hearings that has ad-
dressed that issue.

No. 2; In all of the hearings we have
had and all the discussions we have
had, we have not, in my view, had a se-
rious discussion of the importance of
why market forces do not really work
in health care.

I have already given a speech on this.
I will not repeat it all. But let me sum-
marize it.

First, the basic principle. When it
comes to allocating scarce resources,
market forces are always more effi-
cient and fairer than Government's.
That is a truth that has been estab-
lished since the days of the ancient
Egyptians and Romans, and on through
the Renaissance and all through the In-
dustrial Age.

Write it down. You can take it to the
bank. When it comes to allocating
scarce resources, market forces are al-
ways more efficient and fairer than
Government’s. So we are talking about
allocating health resources and market
forces do not work. Why do they not
work? For one very fundamental rea-
son. The customer has no power in the
health care debate. The customer does
not control what will happen, Who
does? The insurance company. The in-
surance company is the controller, not
the person who is consuming the
health care.

I had that brought home to me very
vividly during the campaign. I went to
a hospital in Ogden, UT, the standard
campaign circumstance. I was going
through talking to people. I sat down
in the boardroom with the administra-
tors of the hospital, and we began talk-
ing about some of their problems.

They were commenting that the
equipment in their hospital—I do now
know whether it was an MRI machine,
but let us take that as an example be-
cause everybody is talking about too
many MRI's in the United States. This
piece of equipment in their hospital
was utilized about 20 percent of the
time.

Well, being a businessman, I imme-
diately said to myself the market is
telling you something, hospital admin-
istrator. The market is telling you
there is no more demand than 20 per-
cent for that machine. You ought to do
something to make a deal with the hos-
pital down the street so that you could
say, well, we are going to refer every-
body who needs an MRI to the hospital
down the street, and we will get full
utilization of this machine.

My mind is saying we have to do
something in Congress about the anti-
trust laws so the two hospitals can do
that; they can talk to each other.

‘‘No, no,"” they said. ‘“‘Mr. BENNETT,
you do not understand. We have this
MRI in this hospital because the mar-
ket insists on it.”

And I say, “Now, wait a minute. You
do not understand. With a 20 percent
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utilization, the market is sending you
a message.”’

They said, ‘“No. You do not under-
stand. W& have to have it in order to
meet the market.”

We stood there and argued back and
forth fruitlessly for 4 or 5 minutes
until suddenly they enlightened me as
to what they were talking about when
they said the “*market.” They said, “'If
we do not have an MRI machine in our
hospital, insurance companies will not
allow any of the people that they in-
sure to come to our hospital.”

I said, ‘‘Oh, wait a minute. You are
telling me then that the market is the
insurance company, not the sick per-
son."”

They looked at me like I was the
dumbest guy in the block. '‘Of course,
the market is the insurance company.
You think we exist to serve sick peo-
ple? We exist to serve insurance com-
panies who send us sick people. And
the insurance companies say we will
not send anybody to your hospital un-
less you have an MRI, so we have to go
out and buy an MRI, even if we do not
get enough utilization for it and we
have to cost shift.”

The light began to go on in my head.
Market forces do not work in health
care because the consumer is not the
customer, and we need to do something
about that. But we have not had that
point raised in any of these hearings.
We have not talked about it in these
hearings.

S50 someone else is making the eco-
nomic decision for me as the consumer.
And who is the someone else? Ulti-
mately, it is the employer. Now, I have
been an employer. I have been the CEO
of a company. I have made the deci-
sion. I have had everybody come in.
They make the presentation to me. I
am the CEO. I get to decide. The insur-
ance companies are coming to me. The
self-insurance regulators are coming to
me. The HMO's are coming to me: We
want to sell your employees this thing.
But really they want to sell me. I make
the decision for all my employees.

What kind of market force is that, if
one of my employees wants something
other than I decide he or she should
have?

We perpetuate this in this whole de-
bate. We have never challenged that.
We have gone willy-nilly from the no-
tion that the employer should decide
what people should have, to the idea
that the Government should replace
the employer deciding what people
should have. And never in the debate
have we raised the issue that maybe
the people should decide what the peo-
ple should have, at which point you
begin to get market forces coming into
the circumstance.

All that these various bills we have
before us do is substitute the Govern-
ment for the employer and leave the
underlying problem still in place. We
are never going to get true cost con-
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tainment until we do something about
that No. 3.

Never have I heard in all these hear-
ings anybody challenge the absurdity
of the notion of first-dollar coverage.
Once again, let us look at insurance
outside of health care and see how ab-
surd this notion is.

Auto insurance. We all have auto in-
surance. Talk about mandates. We are
mandated to have auto insurance in
my State, and I assume every other
State. I cannot get a driver’s license; I
cannot get a license for my car re-
newed if I do not have auto insurance.
It is checked every year when I go in to
get it renewed. There is a very firm
mandate.

But my auto insurance does not pro-
vide first-dollar coverage. It would be
absurd for me to think of it. What
would it cost for an auto insurance
plan that says we will cover through
our insurance coverage the cost of
changing the oil in your car. It cost me
about, if I go to one of these Jiffy
Lubes, $19.95 to change the oil and the
oil filter in my car.

Suppose, along with the cost of
changing the oil and the oil filter, I
had to pay the cost of filling out an in-
surance form and sending it to a third
party to scrutinize it to see whether it
came under the terms of my policy,
and then the insurance company would
pay for changing the oil.

I rather suspect, based on wvarious
studies that have been made in the
health insurance industry, that the
cost of handling that insurance claim
would be around $20. So what does that
mean for the cost of changing my o0il?
Instead of $20, it is going to be $40.
What kind of premium am I going to
have to pay for that policy in crder to
have the insurance company pay for
the changing of the 0il?

Very quickly, I can put a pencil to it
and say it is a whole lot cheaper for me
to have an auto insurance policy that
pays for catastrophic events like if I
run into somebody in an intersection
and get sued. But, frankly, I will pay
for changing the oil myself.

The same thing in homeowner’s in-
surance. What kind of homeowner’s in-
surance policy would we have if the
policy covered the cost of mowing the
lawn? It is so absurd nobody even
thinks about it. And yet in health care
we have it in our heads that somehow,
if the insurance is not there to pay for
changing the oil in the car, or is not
there to pay for the cost of mowing the
lawn, then we are not covered.

It is the absurdity of the notion of
first-dollar coverage that is driving the
cost of medical insurance right
through the roof. We need to change
our thinking and start saying the in-
surance principle should be what it has
always been in everything else, which
is insurance covers catastrophic events
and it is not there to pay for a $15, $20
office visit by adding a $15, $20 claim
cost on top of the office visit.
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No. 4—and it comes out of No. 3—the
myth of other people’s money. I have
heard this on the floor today, and this
again is something we have not talked
about in this whole debate. The idea
that you are paying for your health
care with somebody else’'s money, the
employer must pay for my coverage,
somebody else's money, is nonsense.
Actually, it is all your money.

We have had percentages kicked
around. The original bill that we were
thinking about that has been the sub-
ject of hearings says that 80 percent of
the costs will be paid by the employer.
We are going to have a mandate that
says every employer has to pay 80 per-
cent of the cost. No. There is a flash-
back against that. So along comes Sen-
ator MITCHELL. He says: I recognize
that I cannot get an 80-percent man-
date. I will go for a b0-percent man-
date. So the employer will only pay 50
percent.

I am sure my friend from Minnesota
would complain about that and say it
ought to go back up to 80 percent. We
just heard him say the Federal Govern-
ment pays T9 percent of ours. Why
should not every employer pay 79 or 80
percent? I would say to my friend from
Minnesota, if he were here, that the
Federal Government does not pay 79
percent. Employers do not pay 80 per-
cent. I pay 100 percent. Every dime
that goes for my health care is a form
of compensation to me, and in the pri-
vate sector particularly it represents a
lowering of my taxable income by vir-
tue of an employer decision to put the
money in health care benefits instead
of in my paycheck.

There is no such thing as other peo-
ple’'s money here. It is the employee’s
money in every case. Again, I have
been an employer. I know how it
works. I explain to my employees, you
may think you have a $20,000 a year
job, but it is a $30,000 a year job be-
cause that is what it is costing me as
your employer. I have to pay $30,000 to
keep you working for me. I put $20,000

of that on your W-2 form that you take -

home at the end of the year that you
pay taxes on. I put the other $10,000
into a variety of benefits for you. But
they are still going to be part of the
cost of having you on my payroll.

Indeed, we have heard some of the
ads that have been running during this
debate that make reference to that.
Somebody says, ‘‘Hey, I want those
benefits. I gave up wage increases to
get those benefits.” You have heard
that on some of the commercials. That
employee is beginning to understand
that those are his dollars, not the em-
ployer’s dollars. One hundred percent
of the cost of health care falls upon the
employee, because the employee is
earning enough money for the em-
ployer to pay that $30,000 that I re-
ferred to in the example, not just the
$20,000 he takes home.

So when Senators stand up on this
floor and say, “If the Senate of the
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United States does not pass this health
care legislation, I will move to take
away their benefits,” all he is really
saying is, *'I will move to cut their sal-
ary, cut their compensation, by the
amount those benefits represent in dol-
lars.”

What will I do if that passes? I will
do the same thing every other Member
of this body will do. Having taken
about a $300 a month salary cut, I will
take the money that is left and go out
and buy myself some coverage some-
place else. The Government does not
give me benefits. The Government
spends my money for benefits which
the Government has decided I need.

So, as I say, these two come out of
each other, the myth of other people's
money and the earlier point about the
lack of market forces operating in
health care.

So, Mr. President, I suggest these
four things have been missing in this
debate in spite of the debate's length
and complexity:

No. 1, we have not discussed the im-
pact of this whole thing on people's
health, and what it will do to make
them healthy.

We have, No. 2, not discussed the fail-
ure of true market forces to work.

No. 3, we have not discussed the im-
pact of the absurdity of the notion of
first-dollar coverage on health care.

And, No. 4, we have not discussed the
impact of the myth of other people’s
money.

I think we need to do that if we are
truly going to restructure the health
care system around sound principles.

The end result of all of this, our fail-
ure to discuss these underlying points,
is summarized again in Newsweek. I go
back to the article and give you a few
observations.

President Clinton is right about the his-
toric opportunity, and he blew it. Some-
where along the way, health care took a de-
cisive turn towards fantasy.

I agree with that completely.

If Congress passes sweeping health reform,
as they urge, we will have compounded all
our long-term budget and economic problems
by force-feeding the monster of health care
spending.

1 agree with that completely.

We are headed in the wrong direc-
tion. We need to stop and start over
again. We are left with a legislative
mishmash of ideas cobbled together in
the majority leader’s office in the last
few weeks, put into legislative lan-
guage that has now been revised twice.
So that we have three sets of ideas be-
fore us, under an enormous time pres-
sure, pushed onto the floor with an ar-
tificial deadline, with no report lan-
guage, no opportunity for a careful
analysis of all of it, no chance to run
some of these things by real-life sce-
narios before we have to vote.

And in the pressure cooker of floor
debate, with the threat of a cloture
vote designed to embarrass people po-
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litically hanging over us, we are told to
legislate the most far-reaching piece of
social engineering ever proposed since
the Great Depression.

Mr. President, that kind of demand
upon the Senate is irresponsible; it is
dangerous and it is unnecessary. I say
it is irresponsible because we are left
with a bill that few, if any, have read—
I tried, only to have to stop when the
next version comes out and start all
over again—a bill few understand, and
no staff has really been able to summa-
rize it or synthesize it to my satisfac-
tion.

With respect to ‘‘one-seventh' of the
economy, that statement has been
made. I put it into chart form. For the
sake of helping us understand just how
big it is, we show here on the top line,
the red line, the total U.S. health in-
dustry economic activity, which is $942
billion. That is a big number, by any-
body’s imagination.

But let us put it in some kind of con-
text. How big is that? Is it bigger than
a bread box, to go back to a phrase
that comes out of my youth, on tele-
vision? Is it bigger than the entire
economy of Great Britain? This first
yellow line shows the entire economy
of the United Kingdom. Do you think
that people in the Parliament would be
restructuring their entire economy in a
single bill in a single Congress, and be
considered responsible? No. They would
go about something like that very
carefully.

Canada—here is the entire size of the
Canadian economy. We are talking
about nearly twice as much money as
the entire Canadian GDP; Spain, The
Netherlands, Australia, Belgium, Swe-
den, Austria, so on and so forth, all the
way down. There are only five nations
that have GDP’'s larger than the
amount of money that we are talking
about. They are Italy, France, Ger-
many, Japan, and of course, the United
States, because this represents one-sev-
enth of our GDP. So our total GDP
would be seven times bigger than this.

This illustrates the size of the stakes
that we are playing with here. It is ir-
responsible, as I say, to be dealing with
something that big in the manner in
which we are.

I said that the bill was complicated.
The bill is huge. It is almost impossible
for anybody to understand it, including
the staffs.

There is one group that probably un-
derstands it about as well as anybody,
and are forced to by virtue of their pro-
fession and assignment; I am talking
about the Congressional Budget Office.
The Congressional Budget Office, after
looking at how we would restructure
$942 billion worth of economic activity,
has this to say:

For the proposed system to function effec-
tively, new data would have to be collected,
new procedures and administrative mecha-
nisms developed, and new institutions and
administrative capabilities created.
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That is a pretty daunting task all by
itself.

In preparing the quantitative estimates
presented in this assessment, the Congres-
sional Budget Office has assumed—

They have not determined; they have
assumed.
not only that all those things could be done,
but also that they could be accomplished in
the timeframe laid out in the proposal.

Those are two rather significant as-
sumptions. And then in what I consider
one of the great understatements in
the document, they say:

There is a significant chance that the sub-
stantial ranges required by this proposal
could not be achieved as assumed.

We are fooling around with some-
thing bigger than the entire GDP of
Great Britain, and there is a signifi-
cant chance that the underlying as-
sumptions could not be reached.

What are the implications of this
kind of haste to judgment, having, as I
sald, ignored some of the other things
that are outside our normal view of the
way this matter should be discussed? I
think it is dangerous for us to proceed,
because the first indications we have of
what will happen can be very, very se-
rious.

Going back to the Congressional
Budget Office, it says:

The subsidies for people who are tempo-
rarily unemployed would be particularly
hard to administrate and monitor. It would
be difficult, for example, to determine
whether people had left their jobs volun-
tarily or involuntarily, or whether they
would receive employer contributions for
health insurance through an employed
spouse. Moreover, because of the way these
subsidies would be structured, significant
horizontal inequities could result., That is,
families with similar income could receive
quite different subsidy amounts.

Senator Mitchell's proposal, like many
other reform bills, would encourage a re-
allocation of workers among firms in ways
that would increase its budgetary costs. In
addition to raising the Government's costs,
the reallocation of workers could reduce the
efficiency of the labor market.

Again, the ripple effect of bad deci-
sions as it goes through the entire
economy.

The imposition of the mandate would raise
the cost of employing workers at firms that
do not currently provide insurance. Eco-
nomic theory and empirical research both
imply that most of this increased cost would
be passed back to workers, over time, in the
form of lower take-home wages. Such shift-
ing would not be possible, however, for work-
ers whose wages were close to the federally
regulated minimum wage. Therefore, the net
cost of employing those workers would be
raised by the mandate, and some of them
would lose their jobs.

Let me pause with a definition that
does not come out of Webster's. I take
full responsibility and blame for it. But
I say here that my definition of a man-
date that forces people to spend money
is that it is “‘a tax.” If you mandate
something that causes people to in-
crease their costs, it has exactly the
same impact on the business as if you
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had raised their taxes. And we are talk-
ing about a whole bunch of mandates
here. “Oh, no,” we are told, ‘‘the
Mitchell bill does not have any man-
dates.”” Oh, yes, it does.

The Mitchell mandates. Who gets
hit? Or if I apply my definition, who
gets taxed? There is a mandate on fu-
ture Congresses. This bill tells future
Congresses what they must do if cer-
tain things do not happen.

There is clearly a mandate on States.
Clearly, there are requirements that
the States are going to have to spend
money—mandates on doctors, health
care providers, big businesses, small
businesses, independent contractors,
individuals.

If the trigger kicks in, clearly there
will be mandates all the way through.
Who pays? Well, of course, as I said
earlier, ultimately the individual pays
all of these costs in the form of higher
taxes, lower wages, fewer jobs, lower
quality, and less choice.

The Mitchell mandates are clearly in
the bill.

What will happen if the Mitchell bill
passes? In my view, there are a number
of things that can be fairly safely pos-
tulated. No. l—and we have talked
about it—costs will rise.

If I may turn to an article that ap-
peared in the Wall Street Journal,
written by Martin Feldstein, former
Chairman of the President’s Council of
HEconomic Advisers, currently a profes-
sor of economics at Harvard. He is
talking about mandates in much the
same way I am. This an article entitled
“The Hidden $100 Billion Tax In-
crease.” I will repeat that: ‘‘The Hid-
den $100 Billion Tax Increase."

Professor Feldstein says:

President Clinton is increasing the pres-
sure on Congress to enact a massive and irre-
versible entitlement program to subsidize
health insurance and redistribute income.
The cost for this largest-ever welfare expan-
sion would top $100 billion a year at today's
prices. That is equivalent to raising personal
taxes across the board by nearly 20 percent.

Amazingly, the Senate Democratic leader-
ship has managed to conceal this massive
tax increase from the public. The legislative
wrangling and public discussion have vir-
tuaily ignored the cost of financing this
spending explosion. Members of the business
community have been so eager to avoid em-
ployer mandates that they have not consid-
ered the tax consequences of the pending leg-
islation, and members of the general public
have been so concerned about preserving
their ability to choose their own doctors
that they have not focused on what these
plans would mean for their individual wal-
lets.

In short, buried in the CBO numbers is the
projection that the Senate Finance Commit-
tee plan would have a $63 billion annual cost,
at 19 price levels, and that all but what the
CBO estimates to be $14 billion in cigarette
levies would be obtained by hidden taxes in
the form of cost shifting through health care
providers and insurance companies. It's re-
markable that the same politicians who have
produced this $49 billion in hidden cost shift-
ing have the audacity to say that the public
should support their plan in order to elimi-
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nate the much more limited cost shifting
that occurs under the existing system as
hospitals pass on the cost of free care.

Indeed to the extent hospitals are already
giving free care, the increase in formal in-
surance coverage gives that much less to the
currently uninsured and confirms that most
of the plan's cost is to achieve income redis-
tribution, not expanded health insurance.
Costs will rise, and the historic driving force
primarily responsible for people being unin-
sured is high costs.

There are those who suggest, even if
the press reports can be believed from
Mrs. Clinton herself, that one of the
main consequences of passing the
Mitchell bill will be to increase the
number of the uninsured. I think the
fact that the costs will rise is a driving
force behind that belief.

People in America are not stupid.
They can figure out how to game a sys-
tem. It is very clear that they will
start to game this system. They will
split into several companies with under
25 employees in each company. They
will hire more temps. That is already
happening. We see that phenomenon,
clearly, through the economy. And it is
cheaper for an employer to pay over-
time than it is to pay benefits to a sec-
ond employee when the benefits have
been mandated at such a high level, We
are seeing that happen in the economy
now.

The community rating experience in
New York shows that the number of
uninsured raises and does mnot fall
under the community rating system
unless, once again, there is a very
heavy-handed force that comes in and
the Government gets involved more
and more and more.

The net effect is that the number of
uninsured will go up rather than come
down. In my view, it is an absolute cer-
tainty that the Mitchell bill will fail to
decrease the percentage of the unin-
sured so that we are certain that if we
pass the Mitchell bill we are legislating
for the Congress in the year 2002.

The trigger is not a hard trigger. It is
not a soft trigger. It is, in fact, a cer-
tainty. The Mitchell bill will not work,
and the trigger called for in the Mitch-
ell bill will take place. That is inevi-
table.

So we find ourselves in the cir-
cumstance of being arrogant enough to
say that this Congress, in the name of
going through a window of opportunity
that we are told will not reappear for
another 30 years, has the wisdom to
shape the form of health insurance and
health coverage for this country 8
years from now, and that intervening
Congresses will be frozen out of doing
anything about it.

Well, the absurdity of this is what is
causing the rising chorus of dissatisfac-
tion within this Congress, House and
Senate. We are getting new bills intro-
duced all the time. I just agreed to go
on one, along with my friend, Senator
DOMENICI, on the Republican side; and
it will be sponsored on the Democratic
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side by Senator NUNN and Senator
BoOREN. It will be along the lines of the
bipartisan effort that is being intro-
duced in the House. We will have for-
mal introduction of it sometime early
next week.

There is rising dissatisfaction with
the options in front of us, a sense that
somehow Mr. Samuelson is right. We
have missed a historic opportunity.
The debate has taken a decisive turn
toward fantasy, and we probably ought
to start over again next year.

I will say that I do not think we
should despair of doing anything in
this Congress. I would not be, along
with the three Senators I have men-
tioned, sponsoring a new bill at this
late point if I felt that way. We can do
something this year. We can do some-
thing meaningful this year. We should
just make sure we do not do something
dangerous or irresponsible this year.

My friend from Minnesota gets all
upset because the bill we are sponsor-
ing does not provide universal cov-
erage, and I say to him that he is abso-
lutely right, and it is not designed to.
But it is offered on the assumption
that the Congress will meet next Janu-
ary. It is offered on the assumption
that the Finance Committee will still
be in business next year and can ad-
dress the issues that I have talked
about in something less than the pres-
sure cooker we are in—can go back to
the fundamentals that have been over-
looked, that I mentioned in the begin-
ning of my statement, and try to sift
through those. And, in the meantime,
we will have at least this year taken
some steps to solve the problems we all
agree should be solved.

I reject the notion that seems to un-
derlie most of this debate that says if
we do not do it in this Congress, we
will not get another shot for 30 years.
I had that exchange with Dr. Uwe
Reinhardt when he appeared before the
Joint Economic Committee and said,
“Why can’'t we do it intelligently, one
step at a time, and do what we now
know we have to do and tackle some of
the structural things next year?” He
said, in effect, ‘‘Senator, that is clearly
the right way to do it. But those of us
who are junkies on this issue say that
we get one opportunity every 30 years,
and this is our only opportunity.”

I said, “That is stupid,” and he
looked at me and he said: ‘“Are you
willing to commit to addressing this
next year?"” And I said, “*Not only next
year, but the year after and the year
after, and however long it takes to try
to get this thing solved.”

He kind of blinked a little and said,
““Well, if the Congress really would do
that, maybe we do not have to do it all
this fall.”

So that is my plea. Let us abandon
the imagery that comes out of the
space program of a window of oppor-
tunity. In the space program—you will
recall that is where the phrase came
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from—there is a window of opportunity
in space when the weather and the
placing of the moon and other things
relating to a launch opens up, and it is
open for a matter of a few hours, and
then the moon moves on or the weath-
er rolls in and the window closes. And
the people at the Johnson Space Center
in Houston realize it is going to be
number of months before they get an-
other window. That is where the phrase
comes from, and that is the imagery we
have been going on that has been driv-
ing the debate.

Let us set that imagery aside and re-
place it with the understanding that
President Clinton has, instead of point-
ing out a window of opportunity, given
us an open door to walk out of the past,
into an open, sunlit circumstance,
where we can view all our options and
make intelligent decisions, and the
window will not close once. We are
through that door, on the other side,
committed to the idea of doing the
right thing for health care. We can do
it intelligently, gathering the data,
waiting until we see what the data
tells us before we take the next step,
then watching to see what happens,
and moving intelligently and soundly
in the direction of solving this problem
ultimately for all of our citizens.

Am I committed to the idea of uni-
versal coverage? If you will let me de-
fine what universal coverage is, I will
tell you absolutely I am committed to
the idea of universal coverage. Am I
agreeing with the idea that we are rich
enough to provide the proper kind of
health care for every American? Abso-
lutely, I agree with that. But I do not
want to do it under an artificial dead-
line, working with a legislative mish-
mash that has been put together in a
political atmosphere of debate that has
ignored some of the very basic concepts
that I have been talking about.

Back to my imagery. President Clin-
ton has opened the door. I give him full
credit for that. I always have. He has
had the courage to take on an issue
that many of his predecessors ducked.
But we are walking into that sunlight
on the other side of the door with
blinders on, blinders that come out of
the paradigm, if you will, that we have
lived on this side of the wall, and we
need to take the blinders off and look
around. And we are not going to be
able to do it in the present legislative
circumstance.

That is why I say the folks in News-
week have it right. Sixty-five percent
of Americans have it right. We should
not rush to judgment on this.

I conclude by quoting once again
from the Samuelson argument. He
says:

What we have had this year was the chance
to begin grappling with the basic questions.
We squandered it. The Clintons imagined
that health care will secure their place in
history, and in a peculiar way, they may be
right. History is written with hindsight, and
when it is, it may judge them harshly, not
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simply because they led us in the wrong di-
rection, but because all the evidence needed
to go in the right direction was obvious, and
they chose to ignore it.

Mr. President, I yield the floor.

The PRESIDING OFFICER (Mr.
DASCHLE.) The Senator from New York.

Mr. MOYNIHAN. Mr. President, may
I once again take this opportunity, as
I have not had it sufficiently, to thank
the Senator from Utah for his very
thoughtful, important statement. And
that statement we have been hearing
from both sides of the aisle today. Uni-
versal coverage is a goal that this
country can achieve and ought to com-
mit to, and will, I think, do both.

That was a very fine statement.

Mr. BENNETT. Mr. President, may I
thank my friend from New York for his
kind remarks, and in the spirit of what
he has just said, remind him of my
opening statement. I do not think he
was here when I made my opening
statement. I quoted him, I hope cor-
rectly, at a time when he and I walked
onto the Senate floor and I asked him,
as a freshman at the feet of the experi-
enced legislator, “*Are we going to have
health care this year?” And he said to
me—he may well have forgotten, and
he may now wish to repudiate the no-
tion—but he said to me: ‘‘Harry Tru-
man tried it in the 1940’s, and the Re-
publicans said ‘No." Richard Nixon
tried it in the late 1960's, and the
Democrats said ‘No.’ Now we have both
Republicans and Democrats agreeing
that it ought to be done, and I think we
will get a bill.”

If we can go back to the spirit of the
Senator’s comment to me there, I
think we can get a bill, and certainly
over time we can solve the problem.

I think it is very significant that
every single Republican Member of this
body has signed on to some kind of bill
calling for basic restructuring of the
health care system, and certainly the
same is true on the Democratic side.
That is a matrix that has not existed in
previous growing seasons, and I hope
we do not lose it this time.

Mr. MOYNIHAN. I thank the Sen-
ator.

And that is the extraordinary central
fact of this debate.

Mr. President, the fact that this de-
bate is taking place, the fact that we
are here on the floor speaking about
universal coverage with such a wide
convergence of views on that essential
principle, is owing, in more than any
one thing, to the extraordinary efforts
of the Senator from Pennsylvania.

He raised this issue in the most dra-
matic way almost 4 years ago in his
State in that election. His success rang
a bell that is still echoing across this
Nation.

He has to leave for Pennsylvania, so
his good friend and mine, the Senator
from Michigan, has agreed to step aside
for a moment.
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I ask unanimous consent that the
Senator from Pennsylvania be recog-
nized for 15 minutes, followed by the
Senator from Michigan.

But, once again, 1 state my great
gratitude. We are indebted to you, sir.

The PRESIDING OFFICER. The Sen-
ator from Pennsylvania is recognized.

Did the Senator from New York yield
to the Senator from Pennsylvania?

Mr. MOYNIHAN. I do so.

Mr. LEVIN. If the Senator from
Pennsylvania will yield, was the unani-
mous consent of the Senator from New
York granted that after the Senator
from Pennsylvania is finished, that I
then be recognized for 156 minutes?

The PRESIDING OFFICER. Is there
objection? Hearing nomne, it is so or-
dered.

Mr. WOFFORD. I thank the Chair.

Mr. President, for the last couple of
hours, I have been talking to 100 or
more people from around Pennsylva-
nia. And there was a great contrast be-
tween the clarity with which they saw
some of these issues and the lack of
clarity and confusion that we have had
during part of this debate.

But I want to thank the Senator
from Utah for the spirit in which he
ended and he began his remarks. I take
issue with some of the points in be-
tween, but we must find a way not to
lose this opportunity. And it is not
going to be all done this year. We will
be back next year and the year after
that.

One of the things I do agree with him
on is that we should not focus entirely
on an action or a trigger that takes
place in the year 2000 and moves into
the next century. I certainly do not
think any of us should be proud that
we are seeking to stretch it out, delay
it, move beyond the next century. I
hope very much, in addition to what-
ever happens in the year 2000, to see
how far we have come on the way to
universal coverage; that every year,
once we have set up a health insurance
structure charting the way to univer-
sal coverage, that every year we have
an annual checkup in which we see how
far we have gone and how far we have
fallen short. .

A doctor does not say, ‘‘Let's try as-
pirin, or this little medicine for a while
and come back in 6 years.” A doctor
says, ‘‘Call me in the morning."

I think our national health commis-
sion, as soon as it comes into being,
should report every year on how far we
have moved toward coverage or slipped
back, whether more employers are con-
tributing or less, whether the burden is
being shifted more onto the backs of
families and individuals and working
people—an annual checkup. And I hope
the Senator from Utah will join me and
our Presiding Officer and others of us
who want to see that there is an annual
checkup and a report to the Congress
and the people so we can take action
sooner rather than later.
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I hope that on every key element of
this bill we strive for the principle of
sooner rather than later. For example,
we should look at every element that
takes no additional cost but could go
into place now—the ending of the pre-
existing condition rule that excludes
people when they change jobs, when
they move; a condition my wife has
that made her scared that if I lost my
job we could not get health insurance,
really scared at a time before she was
old enough to qualify for Medicare.
That rule ought to go on day one. It
ought to go next year. That insecurity
should be lifted. The shadow of death
should be lifted from the people who
have a preexisting condition.

And Senator DopD's amendment that
is before us now, for children first, for
something that, in basic private health
insurance plans, preventive care for
children and for pregnant women,
comes into place sooner, not later; not
the year 2000. Sooner rather than later.

But there have been so many myths
and misrepresentations and my friends
from Pennsylvania were seeing through
them so clearly just a little while ago.
A lot of them came from Washington,
PA. And the contrast between how
they understood it from Washington,
PA and how some of my colleagues
here understand it in Washington, DC
was very stark and disappointing.

There were some of them that go
back to Harry Truman, too. There was
a man that was at Keesler Field, MS,
in the Army Air Corps in World War IT
when I was there. He was out there
telling me that he, like I, was there
cheering Harry Truman on when he
started the battle for universal health
insurance.

Some of us in that crowd remember
the studies and the hearings and the
proposals and the care that went into
trying to craft a good plan then, and
the special interests and the fog of con-
fusion that was laid down that beat
Harry Truman.

There were a lot of people there that
remember when President Nixon, aided
by the Senator from New York—then
not a Senator from New York—when
the chairman of the Finance Commit-
tee, in a previous incarnation, helped
President Nixon present a plan to us, a
careful, thought-out plan, and we did
not take that opportunity. A terrible
lost opportunity then.

Others have heard the Senator from
Massachusetts, the chairman of the
Labor and Human Resources Commit-
tee, over the years, over decades, con-
duct hearings, present plans.

The Senator from West Virginia,
Senator ROCKEFELLER, has been part of
some of the most remarkable hearings
as part of the Pepper Commission. A
mountain of studies have piled up. And
my friends from Washington, PA, know
in their bones it is not more study that
we need.

I have been in the Senate for 3 years.
From the day I got here, I have been
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part of efforts—some of which I have
pressed for and some of which my col-
leagues, who have been in this battle
before 1 got here, were already plan-
ning—week after week, hearings, care-
ful proposals, homework. In the Labor
Committee, 151 hearings. In the Fi-
nance Committee, I think it is 32 hear-
ings; the Veterans’ Committee, and
other hearings just in this body alone.

We are talking about the bill that
has been crafted by the majority lead-
er—the bill that drew on the careful
work of the Finance Committee and
the Labor Committee and blended
those proposals together in a bill that
is before us—as too complicated, too
long, too heavy a document.

Well, I once on this floor assembled
all of the NAFTA documents. I think
there were five, it may have been six,
volumes. They piled up this high. This
Congress knew how to act on that. I did
not go along with the way they acted.
I opposed it. But it was not too com-
plicated to pass that NAFTA bill. And
now we hear this is too complicated.

Well, my friends from Pennsylvania,
they have a very simple test. I agree
with them. But it is a test that came
out of the people of Pennsylvania. And
that is, what is good for Congress
ought to be good for the American peo-
ple.

They do not understand why a Con-
gress that has arranged for itself guar-
anteed health insurance—cannot be
canceled, no preexisting conditions,
comprehensive benefits, a choice of pri-
vate plans, not Government-run plans,
but Blue Cross-Blue Shield, HMO'’s,
your own plans, choose your own doc-
tor—why Congress can arrange that for
themselves and for 9 million Federal
employees and their families, with
their employer contributing three-
quarters of the premiums, why it can-
not now move forward, after all this
work in this Congress, to take the
great step forward in arranging that
kind of a private health insurance for
the American people.

I think the people in Pennsylvania,
through this confusing debate, have
gotten the point. This is not new Gov-
ernment-run medicine. It is private
health insurance. They have seen the
charts that have been put up. I do not
know what that chart really is about,
but a far more complicated chart would
be the chart of our present health in-
surance system. The doctor from Iowa
has charted what the experience is for
him. My wife tells me all the time
what the paperwork and bureaucracy
and back and forth and claims forms,
the burden she carries as a patient, is
like for her.

One day I was a billing clerk in Jef-
ferson University Hospital. I do work-
days in other kinds of work, closer to
what people in Washington, PA, do
than what we do in Washington, DC.
One of those workdays was in a hos-
pital. First, I was an admissions clerk.
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I have seen admissions in a lot of hos-
pitals, and there is this appalling expe-
rience of following somebody in a
stretcher into the operating room say-
ing, ‘‘"How are you going to pay for it?
What's your Social Security number?"
Filling out the beginning of the forms.

And then I spent some hours as a
billing clerk with the piles of bills, 9
months old, inch-and-a-half files, not
just going back and forth with the Gov-
ernment, but with Blue Cross-Blue
Shield, Aetna, Prudential, private in-
surance, dealing with 1,250 different
plans and all the different forms. How
in the world can the billing clerks fig-
ure out how to translate the doctor’s
notes into a bill? They do not succeed.
The plans send it back saying, “You
did not fill it out right, our categories
are different from the Blue Cross or
Medicare plan.”

All those different forms. If we can-
not have a simple claims form, simple
standard system, simple information
system—it does not have to be Govern-
ment run. We put an amendment in the
Labor Committee and the Finance
Committee, that I pressed for and spon-
sored, which drew on the work from
Senator BOND on the other side of the
aisle and Senator RIEGLE on this side,
that says the private sector can do the
information system with standard
measures.

Finally, I want to say the people in
Pennsylvania see through to the
central point. If Members of Congress
can arrange it for themselves but do
not believe it is time to have it for the
American people, then get off the Gov-
ernment trough, get off the present
plan that enables them to be shielded
from the experience that the American
people have, cease enjoying this Fed-
eral benefit plan with guaranteed in-
surance.

If they want to study it more—if they
succeed in persuading us not to act
now—if they want to study it more,
then study it on a level playing field
with those American people whose em-
ployer does not contribute and see
what it is like to get health insurance
in the private market.

I say practice what you preach. If
you really believe that should not be
what is possible for the American peo-
ple, then do not require it of your em-
ployer, the taxpayers of the United
States. And if you want more study,
then study it while you feel some of
the heat and some of the hurt that the
American people are feeling while we
delay.

They know, the people I have just
been meeting with, just like justice de-
layed is justice denied, health care re-
form delayed is health care denied.

Mr. MOYNIHAN, Mr, President, may
I congratulate the Senator from Penn-
sylvania once again. As I keep track,
every day of this debate he has stood
up, added to the debate, and concluded
with that point: Health care delayed is
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health care denied. It is unmistakable
fact. We are deeply in his debt for
keeping it before our eyes.

Mr. President, I yield to the Senator
from Michigan.

The PRESIDING OFFICER. The Sen-
ator from Michigan is recognized.

Mr. LEVIN. Mr, President, first, let
me add my voice of thanks to the Sen-
ator from Pennsylvania in what he has
done for this Nation, bringing this
issue so dramatically to the Congress
as he has in recent years. His being on
the floor so constantly and his raising
the issue of the importance, of the time
urgency of this issue is a little bit
reminiscent of a Senator from Wiscon-
sin who used to be on the floor, I think,
every day on the Genocide Convention,
for year after year.

Mr. MOYNIHAN. Senator Proxmire.

Mr. LEVIN. Decade after decade,
until finally this Senate ratified the
Genocide Treaty.

We see in the Senator from Penn-
sylvania the same kind of tenacity. We
are going to get universal health care
or he will be up here every single day
of his career here reminding us that we
have that obligation.

Congress is famous for not being able
to act quickly and expeditiously to
meet some of the important problems
of the day. But I have to tell you, when
it comes to health care I think we are
setting a new world’s record. This is 50
years. We are told we are rushing to
judgment? Fifty years ago, almost,
Harry Truman sent messages to the
Congress—I have them here and I am
going to read from them in a minute—
urging the Congress to adopt universal
health care. We have been told how
many hundreds of hearings we have
had in our various committees, and we
have, under the chairmanship of Sen-
ator MOYNIHAN—I do not know how
many hearings the Finance Committee
has had. I do not know how many hear-
ings Senator KENNEDY'S committee
had. Together they total over 100 in the
last 2 years alone.

But this goes back for decades. This
is an all-time record we are setting
here for nonaction if we delay this
again.

Harry Truman sent up a message to
the Congress in 1945. It was called Spe-
cial Message To The Congress Rec-
ommending a Comprehensive Health
Program. It was a Special message to
the Congress, November 19, 1945, es-
pousing the right to adequate medical
care and saying the following:

Millions of our citizens do not now have a
full measure of opportunity to achieve and
enjoy good health. Millions do not now have
protection or security against the economic
effects of sickness. The time has arrived for
action to help them attain that opportunity
and that protection.

“*The time has arrived for action,”
that is 1945. He went on to say in his
message:

We should resolve now that the health of
this Nation is a national concern; that finan-
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cial barriers in the way of attaining health
shall be removed; that the health of all [all—
all] its citizens deserves the help of all the
Nation.

That message went on to say:

The American people are the most insur-
ance minded people in the world. They will
not be frightened off from health insurance
because some people have misnamed it so-
cialized medicine.

This is President Truman speaking:

I repeat, what I am recommending is not
socialized medicine.

He went on to tell the Congress.

Socialized medicine means that all doctors
work as employees of Government. The
American people want no such system. No
such system is here proposed.

He could be writing in 1994.

Under the Plan I suggest, [President Tru-
man said] our people would continue to get
medical and hospital services just as they do
now on the basis of their own voluntary deci-
sions and choices, Our doctors and hospitals
would continue to deal with disease with the
same professional freedom as now. There
would, however, be this all important dif-
ference. Whether or not patients get the
services they need would not depend on how
much they can afford to pay at the time.

I am in favor [he wrote] of the broadest
possible coverage for this insurance system.
I believe that all persons who work for a liv-
ing, and their dependents, should be covered
by such an insurance plan.

He wrote another message to the
Congress. That was not the only mes-
sage that President Truman sent to
Congress. He kept trying and trying,
too, just like HARRIS WOFFORD.

The truth is [Harry Truman wrote] that all
except the rich may at some time be struck
by illness which requires care and services
they cannot afford. Countless families who
are entirely self-supporting in every other
respect cannot meet the expense of serious
illness.

Although the individual or even small
groups of individuals cannot successfully or
economically plan to meet the cost of ill-
ness, large groups of people can do so.

And the President wrote to Congress
back then, in May 1947 when this mes-
sage was sent:

If the financial risk of illness is spread
among all our people, no one person is over-
burdened. More important, if the cost is
spread in this manner, more persons can see
their doctors and will see them earlier. This
goal can be reached only—

President Truman wrote—
only through a national medical insurance
program under which all people who are cov-
ered by an insurance fund are entitled to
necessary medical, hospital and related serv-
ices.

Fifty years later almost, we are mov-
ing in the wrong direction. We are ac-
tually seeing more and more people
who are becoming uninsured. We are
actually losing about one-half million
people a year now from insurance cov-
erage. So that about every 2 years, a
million more Americans are losing
health insurance. These are people who
change jobs or now become ill or have
someone in their family who has be-
come ill, who are dropped from insur-
ance, who become unemployed and, as
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has been pointed out so many times on
this floor and it is so poignant and so
dramatic, the great bulk of our unin-
sured 40 million Americans are work-
ing people.

If you are on welfare in America, you
are insured. You have health insurance
if you are on welfare, If you work in
America—if you work in America—you
may or may not have health insurance.
There is something wrong with that
system, and we have to change it.

We actually now have about 17 per-
cent of Americans, most of them work-
ing, who do not have health coverage,
and about 6 million children without
health coverage. Fourteen years ago
that figure was only 12 percent. So that
in the last 14 years, the number of un-
insured Americans, the vast majority
of whom are working people, has grown
from 12 percent of our population to 17
percent, of our population

Under the existing rules, many peo-
ple lose insurance when they become
sick. They lose insurance when they
change jobs. They lose insurance if a
family member becomes ill or if a fam-
ily member loses a job. Forty-six
Americans lose health insurance every
minute in America.

At the same time this is happening,
and partly because of it, health care
costs rise at the rate of 10 percent per
year, way above the rate of inflation;
$1 of every $7 of our economy goes to
health care. The average family spent
more than $5,000 on health care in 1993,
three times what they spent in 1980,
and the situation worsens.

Without reformm of our health care
system, the Commerce Department es-
timates that by the end of the century
the average family will be spending
$10,000 each year.

As we debate details—and details are
important and they are worth debat-
ing—but as we debate the details of the
various plans before us—so far the
Mitchell plan and the Dole plan basi-
cally—we should remain focused on the
principal goal, which is that every
American be guaranteed health care
that is affordable, health insurance
which is portable from job to job and
which they cannot lose. Every major
country in the world does that for its
citizens. We are the only advanced na-
tion in the world that does not provide
guaranteed health care for every one of
its citizens.

Universal coverage is central to re-
form for many reasons.

First, simple justice. Again, every
free democratic nation provides its
citizens with a right to basic health
care, at a cost which he or she can af-
ford. But second, without universal
coverage, prices are going to continue
to rise sharply and costs are going to
continue to be shifted to those who
have insurance in order to pay for serv-
ices which must be provided to those
who do not.

Reforms like portability, allowing a
worker to take his or her insurance

CONGRESSIONAL RECORD—SENATE

from job to job, and the elimination of
those restrictions relative to preexist-
ing conditions, are not workable with-
out aniversal health care. The closer
and the faster we get to universal guar-
anteed health coverage, the faster we
are going to eliminate the shifting of
costs, this bizarre situation which we
have in America, where half of the peo-
ple typically who come to our emer-
gency rooms do not have emergency
problems. The reason they are going
there is because they do not have
health insurance.

1 have visited emergency rooms
across the State of Michigan. I went to
the emergency room in Hurley Medical
Center, in Flint. They had 52,000 emer-
gency visits last year; 34,000 of them
not emergency cases. Think of the
waste, the sheer waste of the present
system in that hospital—34,000 of the
52,000 visits in that hospital in Flint,
MI, are nonemergency visits. And they
go to the emergency room, using the
most expensive equipment we have,
some of the most expensive talent we
have, and multiply that by hundreds of
hospitals across this country.

Naturally, two different surveys
reached different conclusions. GAO
says 43 percent of emergency room pa-
tients do not have urgent needs. That
is a GAO study. That is across the Na-
tion. Why? They do not have insurance.
They go to the emergency room be-
cause they cannot go to a doctor, to a
clinic, because they do not have insur-
ance. So they go to emergency rooms
and use those facilities.

According to a more recent National
Center for Health Statistics study in
March 1994, 55 percent of the 90 million
emergency room visits in this country
were not urgent. That is the current
system. We have to change it. We can-
not change that without universal cov-
erage.

I have a lady whom we have been try-
ing to help in my office, who was cov-
ered by three different insurance poli-
cies, She cannot get any of them to
cover her bills because each of them
points to the other insurance company
as being the principal company respon-
sible. They all admit one of them is
going to have to pay, but they all deny
coverage and say go somewhere else.
And the other company says go some-
where else.

This is a woman who had three poli-
cies covering and cannot get them to
pay, and this is for a serious illness
that she-has.

We think the Mitchell bill is thick,
and it is. As complicated as it is, she
has a box of bills and a box of paper rel-
ative to her problem. The paperwork
involving her illness makes this look
like a single sheet of paper, this Mitch-
ell bill. That is the current system
where she is played like a ping-pong
ball from company to company, each
one acknowledging, ‘“Yeah, she's cov-
ered by someone but not us.”
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That is eliminated under the Mitch-
ell bill. That cannot happen under the
Mitchell bill. Those companies have to
pay and then argue among themselves
who it is who is ultimately responsible,
and not force citizens of this country
to be inundated, swamped with paper
in the mail, which is meaningless paper
and the ultimate in waste.

How many folks go to a hospital and
then open up the mail weeks later and
get a ton of paper that says, ‘‘This is
not a bill.”” Most of the new people that
we hire in the health field are clerical
people, now in America, not providing
nursing care, medical care and health
care, but typing out forms.

One insurance provider in my home
State has 300 different varieties of poli-
cies. That is just one provider—300 ver-
sions of a health care policy. That is
the current system.

Mr. President, let me close with some
numbers that relate to my home State
of Michigan. We have about 900,000 peo-
ple in Michigan that do not have
health coverage. Over 700,000 of them
are working people. About 74,000 people
in Michigan are losing their insurance
each month. Those are the figures, the
unacceptable figures, in my home
State of Michigan.

I received a letter the other day from
a man named Bill Carr who lives in the
western part of the State. It is ad-
dressed to me. It is regarding, in his
words, a hurting Michigan family.

Dear Senator LEVIN: A year ago, I lost my
job. For 45 years I worked and paid my dues.
Through a quirk of time at the age of 55,
there was no work, no unemployment, no
place to live, and no medical insurance. Dur-
ing the next 365 days, my wife and I lived a
tenuous life. We lived in fear that one of us
would get sick, or worse, hospitalized, or God
only knows what. We went to County Serv-
ices for the Unemployed and the Under-
employed. They put us on a rating schedule.
In other words, we paid according to our in-
come. My wife did become ill. The county
treated her but did not know what was the
problem, and she ended up going to a hos-
pital. I explained to the hospital 1 was unem-
ployed, and asked for treatment for my wife.
The hospital refused to even talk to a doctor
and turned us away.

Today, we still have no insurance, even
though I have been working for 30 days. My
wife is still ill, and still has not been treated.
We are in fear of cancer, but will not know
until 60 more days when our insurance kicks
in and I can take her to a hospital.

That is the status quo. It is typical of
too many letters that come into every
one of our offices. Here is a man who,
in his own words, represents a hurting
Michigan family; in his own words, a
man who paid his dues, who is now 55
years old and has lost his job. He then
was reemployed, but now is without in-
surance and they are afraid that his
wife has cancer. But they have to wait
60 more days. Only then will insurance
kick in and he can take her to a hos-
pital.

That should not happen in America.
We are better than that. We are strong
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enough, we are rich enough, we are de-
cent enough so that need never happen
in America.

And Harry Truman, back in 1947,
asked the Congress to end that kind of
shame. He closed one of his messages
to the Congress asking for universal
health care with the following words:

The total health program which I have pro-
posed is crucial to our national welfare. The
heart of that program is national health in-
surance. Until it is part of our national fab-
ric, we shall be wasting our most precious
national resource and shall be perpetuating
unnecessary misery and human suffering. I
urge the Congress to give immediate atten-
tion to the development and enactment of
national health insurance.

So President Truman wrote in 1947, It
has been true ever since. We should not
delay another year, because that will
lead to another decade and to another
five decades before we end the shame of
this kind of a letter, where a person
cannot find out if he or she has cancer
because they do not have insurance.

I yield the floor.

ORDER OF PROCEDURE

Mr. MITCHELL. Mr. President, as we
all know, the rules of the Senate per-
mit unlimited debate; that is, any Sen-
ator may speak as long as he or she
wishes at any time. Under that rule,
any one Senator, or group of Senators,
can prevent the Senate from voting or
otherwise taking action on measures.

Last night, I proposed to the distin-
guished Republican leader that we
agree to debate the pending amend-
ment, the Dodd amendment on chil-
dren’s health insurance, last night and
today, and that on Monday we take up
a second amendment, and that we
agree to have votes on those amend-
ments at 5§ p.m. on Monday. Senator
DoOLE indicated that he was not able to
agree to that, and we so stated last
evening.

It had been my hope that we could
reach that agreement today, but Sen-
ator DOLE has advised me that Repub-
lican Senators are unwilling at this
time to do so. Senator DOLE is here and
will, of course, speak for himself fol-
lowing my remarks.

Therefore, we are in a situation
where debate will continue with no as-
surance, as of today, as to whether or
not votes will be permitted on the
pending amendment or any other
amendment on Monday or at any other
time.

Accordingly, I have concluded that
no alternative is available to me other
than to insist that there be procedural
votes on Monday. While I do not have
the ability under our rules to compel a
vote on the pending amendment or on
any other measure, I do have the au-
thority to compel a vote on a proce-
dural matter, and therefore I have con-
cluded and now announce that at 5 p.m.
on Monday, if we are unable to reach
an agreement prior to then with re-
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spect to votes on the pending amend-
ment or other amendments, there will
be at least one and possibly more pro-
cedural votes.

My meetings with Senator DOLE, as
always, have been amicable, and I re-
tain the hope, as I believe he does, that
we will be able to reach some kind of
an agreement on Monday to permit
votes on one or more amendments. So
I do not believe that that possibility
has been ruled out, simply that there is
no ability to reach that agreement
today. Therefore, so that all Senators
can have full and fair notice of what
will occur on Monday, I felt it nec-
essary to make the decision and an-
nouncement that I just have this after-
noon so that Senators will be able to
plan their schedules for Monday ac-
cordingly.

Finally, Mr. President, let me say
that in view of the fact that the stated
reason for an inability to reach agree-
ment on the votes is that several Sen-
ators wished to make opening state-
ments, I want to repeat what I said last
night, that we are prepared to remain
in session today for as long as any Sen-
ator wants to stay and speak. So every
Senator will have ample opportunity to
do so. And on Monday, we will begin
our session devoted to this bill and
amendments at 10 a.m. and continue
for at least 10 hours on that day and
possibly 12 hours, and that it will be
necessary thereafter to proceed in a
similar fashion, subject always, of
course, to adjustment pending discus-
sions between myself and Senator DOLE
and agreements to the contrary.

Mr. President, as I said, Senator
DOLE is present on the floor, and I want
at this time to invite him to make any
comments he may wish on my re-
marks. If I have in any way misstated
our discussion, I invite him to correct
me and make any further remarks he
may wish to make.

The PRESIDING OFFICER. The Re-
publican leader.

Mr. DOLE. Mr. President, I do not
have any serious, any real disagree-
ment with the majority leader. We did
have the discussion.

I think we have a little different view
on this side. We think we should first,
before we get into the amendment
stage, lay the foundation by a discus-
sion on what is a very important bill
and one that we are still waiting on our
side for CBO numbers. The House is not
even going to take up the health care
bill because they do not have CBO
numbers.

The distinguished majority leader
has numbers on his bill, at least on the
first version of his bill. We do not have
any numbers on our bill. I understand
there will be another bill introduced by
the mainstream group. They will be
without CBO numbers. Then there is
another bill that may come forward by
Senators NUNN and DOMENICI and oth-
ers, pretty much like the Rowland-Bili-
rakis bill on the House side.
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So for a number of reasons, it seemed
to us if we are going to get serious
about amendments, then we at least
ought to know, because we have had
people discussing our bill, some people
suggesting they had the CBO numbers.
Well, if they have them, we wish they
would let us have them because we do
not have the numbers on our bill.

But having said that, we will, again,
as I told the majority leader, have a
meeting Monday morning, and I will
get back to him after that meeting to
see whether or not there is some way
we can dispose of the pending amend-
ment, either with a vote or whatever.
And, if not, he did indicate to me that
there would be at least one, perhaps
more than one, procedural vote start-
ing sometime—I guess the majority
leader has now set b o'clock.

So I would just say that I do not
know of anybody on our side who wants
to talk 3 or 4 hours. I have said if that
is true, I hope I am not here for all
that time. In any event, there are a
number of people who have not spoken
at all. We are trying to keep a list so
we do not have repeaters every day.
Some may sneak in, but we are trying
to keep the list so if you have spoken
on the bill, then you have to wait until
everybody else has spoken.

Of course, as the majority leader
knows, you can speak in morning busi-
ness or you can speak on some amend-
ments, so you may have the same peo-
ple speaking several times during the
week. But I have conveyed the results
of the majority leader’s discussion to
my colleagues. Senator PACKWOOD is
necessarily absent this afternoon. 1
will visit with him on Monday morn-
ing.

Mr. MITCHELL. Mr. President, I
thank my colleague. I agree on the im-
portance of getting the CBO scoring on
as many bills as are introduced. And
the CBO is, of course, heavily burdened
with the many respective bills.

I respect the right of any Senator or
group of Senators to introduce a bill.
And while I know all of the efforts de-
scribed have been serious efforts so far,
I think it is obvious to the minority
leader and to all of us that if we adopt-
ed a process that we could not proceed
so long as some Senator was going to
introduce another bill that had to be
scored, why, any Senator who did not
want ever to do reform could simply in-
definitely prolong the process by intro-
ducing a succession of bills that would
require scoring, and there would be a
new mechanism for delay.

I do not believe that to have been the
case so far, as I think all of the bills in-
troduced have been serious efforts and
they represent Senators' genuine ex-
pressions of how they think we should
proceed.

But I look forward to the results of
the Republican leader’s discussion with
his colleagues on Monday and hope
that we can resume our dialog and per-
haps reach an agreement on Monday to
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permit a vote on one or more of these
amendments.

Mr. DOLE. Could I just add—I think
I did—we did make our request on July
25 on Dole-Packwood, and then again
we sent a reminder on Tuesday, August
9. We are not faulting CBO. They have
a great deal of work to do. But we do
think, if we want to offer ours, say, as
a substitute to the pending bill, I think
other colleagues on the other side of
the aisle will say, “What does your bill
cost? What do these things cost?" If it
is 80 serious the House cannot bring up
theirs with numbers, we are somewhat
at a loss to what we do if we reach that
point. But maybe we ought to have the
numbers soon—we hope.

ORDERS FOR MONDAY, AUGUST 15,
1994

Mr. MITCHELL. Mr. President, I ask
unanimous consent that when the Sen-
ate completes its business today, it
stand in recess until 10 a.m. on Mon-
day, August 15; that following the
prayer the Journal of proceedings be
deemed approved to date and the time
for the two leaders reserved for their
use later in the day; that immediately
thereafter the Senate resume consider-
ation of S. 2351, the Health Security
Act, with the time until 5 p.m. equally
divided and controlled between Sen-
ators MOYNIHAN and PACKWOOD or their
designees; provided further that at 5
p.m. the Senate vote on a motion to in-
struct the Sergeant at Arms to request
the presence of absent Senators.

The PRESIDING OFFICER. Is there
objection?

Mr. DOLE. Mr. President, as I under-
stand it, if there is some other disposi-
tion, we should get an agreement to
vote on the amendment at 5 o'clock,
the majority leader might change the
order?

Mr. MITCHELL. That is correct. Yes.
This will occur only if we cannot reach
an agreement. I wanted to give the
maximum notice possible to Senators
with respect to that schedule.

The PRESIDING OFFICER. Without
objection, it is so ordered.

Mr. MITCHELL. Mr. President, I now
ask unanimous consent that it be in
order to request the yeas and nays on
the motion to instruct.

The PRESIDING OFFICER. Is there
an objection?

Without objection, it is so ordered.

Mr. MITCHELL. Mr. President, I ask
for the yeas and nays.

The PRESIDING OFFICER Is there a
sufficient second?

There is a sufficient second.

The yeas and nays were ordered.

Mr. MITCHELL. Mr. President, I
thank my colleagues. I thank the Sen-
ator from Michigan for his courtesy.

I yield the floor.

The PRESIDING OFFICER. The Re-
publican leader.

Mr. DOLE. Mr. President, has leader
time been reserved?
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The PRESIDING OFFICER. Leader
time is reserved.

Mr. DOLE. Might I use about 2 or 3
minutes of that without upsetting the
balance on the health care debate?

The PRESIDING OFFICER. The Sen-
ator may use his leader time.

ISSUES BEFORE THE CONGRESS

Mr. DOLE. Mr. President, I think it
is pretty clear we have a lot of big is-
sues we are trying to deal with, and
one right now is health care. There are
other big issues out there, such as
crime. One that is coming up is the
trade bill—particularly implementing
legislation for the Uruguay round
agreement.

Mr. President, there are a number of
momentous issues before the Congress
right now—each of them deserves thor-
ough scrutiny and extensive debate be-
fore Congress acts.

1 am certain that every office has
been like mine. I have had more calls
on GATT than I have ever had on
NAFTA. For some reason, people say
they do not have enough information,
or they are just outright opposed to
GATT. Maybe it is because they do not
understand it.

Calls and letters have been flooding
into my office—and I am sure to my
colleagues’ offices too—on the subject
of the GATT. People are uneasy, Mr.
President. They are concerned, they
are afraid they do not have enough in-
formation, or they are just outright op-
posed.

My own office in Wichita is receiving
more calls in opposition to this trade
agreement than we received on the
North American Free-Trade Agree-
ment. I do not know whether opposi-
tion will build to the same national
level. But I do know that the adminis-
tration has done a poor job of explain-
ing this bill, not to mention the under-
lying trade agreement, to the Amer-
ican people,.

It is a big, big agreement. NAFTA, by
comparison, is very, very, very small.

Mr. President, I want to make it
clear that I favor free trade and open-
ing of foreign markets. I fought hard
for the North American Free-Trade
Agreement. Overall, I favor the GATT
agreement because I believe it will help
the American farmer and American
manufacturers by providing greater
global market access. And it will help
the American consumer, by lowering
tariffs worldwide and thereby lowering
the prices of products.

But, Mr. President, people have a
right to know what else is in this
agreement. People have a right to
know how the World Trade Organiza-
tion will function, what powers it will
have, what authority it will have to
tell the United States what to do. Peo-
ple have a right to know how the
agreement will be paid for, and how it
will benefit them in the long run. I
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know these are significant concerns to
Members on both sides of the aisle here
in the Senate.

In addition, people have a right to
know how this trade agreement fits
into the President's long-term trade
strategy. President Clinton wants fast-
track authority for future trade agree-
ments.

I do not fault him for that. He wants
language in the trade bill referencing
all kinds of environmental and labor
objectives and linkages of trade policy
to environmental policy and labor pol-
icy. People want to know whether the
President's strategy is to turn over our
trade laws to environmental groups to
be used as clubs over the heads of less-
developed countries. They want to
know whether labor unions will decide
who we should trade with—based on
the level of enlightenment in our trad-
ing partners’ labor laws.

What disturbs me, Mr. President, is
the failure of the administration to
allow adequate time for the American
people to get answers to these and
other valid questions about this trade
bill.

We have to ask ourselves, we have to
ask ourselves right now: Is there a
rush? Do we have to do this this year?

1 think everyone on the Finance
Committee wants to be cooperative.

What is the rush? There is no rush.
Yet we read in this morning's paper
about a deal the administration cut
yesterday with Members of the House
that supposedly will allow this bill to
move forward.

Maybe so; maybe not. I have talked
to some of the House Members. They
are not certain if they have any agree-
ment. But it seems to me that with all
the things we have coming up, if we are
going to do this, maybe we ought to do
it this year; maybe we ought to set the
pattern for other countries. But we
ought to make certain precisely what
we are looking at and what we are
dealing with and, I think, also, maybe
listen to our constituents.

Again, they want to be heard. They
do not maybe understand the fast
track or all of these things. What they
do not understand, they just do not un-
derstand why we are trying to move on
something when they think there may
be a problem.

So we still have some time. I know
the chairman is on the floor. He has
worked very hard. We have reported
out implementing legislation. But I
think what I would say is let us not
race to complete a major trade bill be-
fore we can calm the doubts of almost
everyone.

You are never going to calm the
doubts of everyone until we can answer
the questions of most people out there.
Some are going to be critics forever.
But I think for those who have legiti-
mate concerns, they are certainly enti-
tled to legitimate answers.

What is the rush?
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There is plenty of time for Congress,
and the American people, to take a
close look at the results of the Uru-
guay round. There is no need whatso-
ever to force this bill through in the
closing days of this session, when most
Members of Congress are fully engaged
in other, momentous issues. This is an
important issue. This trade agreement
will have a profound impact on our
trade relations with every nation on
BEarth, on our rights as the largest
trading nation on Earth and on our
ability to resolve trade disputes as
they arise with other countries.

I urge my colleagues to listen to
their constituents, take the time to
carefully consider this important legis-
lation, and give the American people
the chance to be heard on this issue.
This bill gets fast-track treatment in
Congress. That means that once the
committees complete their work and
the House and Senate work out their
differences, the President can submit
the bill any time and no amendments
are permitted.

So let us take the time to get it
right. The committees involved do not
need to rush to wrap up their work on
the GATT bill this week or next week
or even next month. The worst thing
that happens if we take time for care-
ful consideration is that everyone, in-
cluding the people who live outside the
beltway, will understand what this
trade bill is all about, and may even
decide it is a good thing for the coun-
try.
For now, Mr. President, let us not
race to complete a major trade bill be-
fore everyone's doubts are calmed and
questions fully answered. We owe it to
the American people.

I thank the Chair. I thank my col-
league.

Mr. MOYNIHAN addressed the Chair.

The PRESIDING OFFICER. The Sen-
ator from New York.

Mr. MOYNIHAN. Mr. President, if I
may just join with the distinguished
and indefatigable Republican leader in
commenting on the reports in the press
this morning that an agreement has
been tentatively reached between the
administration and the Republican
Members of the House, and that au-
thorizing legislation has to be worked
out in the Committee on Ways and
Means.

The Committee on Finance has fin-
ished its work, pending a conference
with the House Ways and Means Com-
mittee. This Uruguay round is a cul-
mination of 60 years of American for-
eign trade policy that began literally
60 years ago, in 1934, with the Multilat-
eral Trade Agreements Act wunder
President Roosevelt and Cordell Hull.

The Uruguay round was commenced
by President Reagan, and continued by
President Bush, and finalized by Presi-
dent Clinton. It is an enormous under-
taking. I would hope I could go out to
Wichita and tell some of those people
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that it is the best opportunity for
American agriculture that we have
ever negotiated—an end to export sub-
sidies.

We are the most competitive agri-
culture in the world, drowned out by
subsidies, particularly in the European
Union. We bring activities such as
counter under the free trade rules, and
117 nations are brought into the sys-
tem—well, half of them are—but truly
into the system.

It is an enormous opportunity. A cu-
rious left and right alliance has risen
up against it. I think we can answer
their questions. We will certainly have
an opportunity to do so in conference
with the House. But when the Presi-
dent sends us back the bill, we will
have an opportunity on this floor to set
it forth.

We think that in the end we will be
better off. There will be more jobs,
more wealth, and more revenue for the
Federal Government. That was the
basis on which a substantially unani-
mous Finance Committee acted. And,
of course, the Republican leader was
one of the leaders of that action. I ac-
knowledge his leadership and thank
him. I say, Mr. President, the news this
morning was good news.

I yield the floor.

Mr. MACK addressed the Chair.

The PRESIDING OFFICER. The Sen-
ator from Florida [Mr. MACK], is recog-
nized.

Mr. MACK. Mr. President, I yield my-
self whatever time I may consume.

The PRESIDING OFFICER. The Sen-
ator is recognized.

Mr. MACK. Mr. President, this de-

bate has been a difficult personal voy-
age for me. Over the years, my family,
like so many others has been in and
out of hospitals and doctors offices, as
patients, visitors family members, and
friends. I have experienced the spec-
trum of emotions—the grief and de-
pression that set in after my brother
Michael died of cancer; the highs and
the lows—the roller coaster ride of his
12-year fight against melanoma; the
euphoria that followed the delivery of
my daughter’s third son after her suc-
cessful fight against cervical cancer,
the pride I felt for my mother in her
stoic and determined battle she won
against breast cancer; the fear of loss,
loneliness, and permanent separation
that flashed through my mind when
my wife, Priscilla, told me she had dis-
covered a lump during a self breast
exam; the terror that rocked me when
I was told that I was diagnosed with
melanoma, the same vicious cancer
that had killed my brother 15 years
ago.
In a matter of seconds, I relived the
trauma, the pain and suffering my fam-
ily endured during Michael's struggle.
Michael's life was extended 12 years,
and four of the five of us are alive
today because of receiving services
from the best health care system in the
world.
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I will fight the destruction of our
system with everything I have because
of my own very strong beliefs and be-
cause the people of America share
these same ideals.

Let me take a few moments to talk
about our present system. Our system
provides us with the freedom to choose
providers and benefits. We have the
highest quality of care and lead the
world in innovation. These are the de-
fining features which make our system
second to none. The quality of our sys-
tem attracts patients from all over the
world, whose own health care system
has failed them.

We provide employers with positive
incentives to provide health care for
their employees. The decision is the
employer's as to whether or not they
are financially able to do so. We en-
courage Americans to take advantage
of preventive services, such as periodic
screening for diseases and immuniza-
tion for our children. We advocate rou-
tine exercise programs and eating a
balanced diet. We lead the world in re-
search and development of pharma-
ceutical drugs and medical devices—
products which have saved millions of
lives and which have improved the
quality of life for so many Americans—
individuals with so much life still to
live.

Is it a perfect system? No, it is not.
There are indeed many reforms needed
which would significantly improve op-
portunities for health care coverage.

While Mrs. Clinton says her oppo-
nents lack compassion, this could not
be further from the truth. I want
health care for all Americans. I just do
not believe that big government is the
answer. Later I will go over the legisla-
tive changes that are needed and
should be passed.

Accomplishing specific reforms ought
to be straightforward. In fact, the
American people should know that
these reforms could have been passed
already. Two years ago, I served on a
bipartisan health care task force to
pave the way for passage of reforms.
We all agreed it would enhance the op-
portunity for health care coverage for
more Americans. These included: In-
surance market reforms and small
group purchasing organizations, as ad-
vocated in the Bentsen bill; community
health centers; deductibility of health
insurance premiums for the self em-
ployed and individuals; State experi-
mentation; medical liability reform;
reduced administrative costs, and pri-
mary and preventative care incen-
tives—all would significantly improve
the health care of our citizens.

Two years ago, Republicans were pre-
pared to pass these needed reforms—in-
centives which could already be provid-
ing greater access to our health care
system at affordable rates. So why did
it not pass? Because Democrats in-
formed us that it was all or nothing; ei-
ther create a Government-controlled
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system or nothing. During the past 2
vears, more people have lost their in-
surance because the Democrats said,
“all or nothing.” During the past 2
years, people have been denied cov-
erage because of preexisting conditions
because Democrats said ‘‘all or noth-
ing.” During the past 2 years, the self-
employed have been financially dis-
advantaged because the Democrats said
**all or nothing.” During the past 2
years, administrative burdens have in-
creased because the Democrats said
“‘all or nothing.”

History has a nasty habit of repeat-
ing itself. Guess what, folks. Two years
later, we are confronted with that
same choice: A Government-controlled,
Government-dictated health care sys-
tem with less quality, less choice, and
less freedom on the one hand, or a mar-
ket-driven health care system with
high quality and more choice and more
freedom on the other. The decision for
me is simple—the American people do
not want to be told where they must
get care, from whom they must receive
it, and the type of care they are enti-
tled to, according to an all-powerful
Government board.

Much of this debate has focused on
the concept of universal coverage. Peo-
ple ask, ‘*Are you for universal cov-
erage or are you against universal cov-
erage?'’ It has become clear that there
is no single definition for the term
‘‘universal coverage.” Does it mean 100
percent coverage? Does it mean 95 per-
cent coverage? Does it mean 91 percent
coverage or, perhaps, something in be-
tween? If universal coverage means
that everyone is mandated to partici-
pate, what does that say about our
commitment to individual freedom?

President Clinton continually
stresses security as his No. 1 goal,
along with universality. The Clinton-
Mitchell plan would force everyone to
participate in these plans—like it or
not. I have friends on the other side of
the aisle who want to push through a
health care bill regardless of the views
of the American people. I believe that a
social system that is built on the idea
of security and guaranteed benefits,
separates consequences from action,
separates freedom from responsibility,
and will eventually reduce, restrict,
limit, and could finally lead to the de-
struction of our liberties.

Recently, Thomas Sowell wrote an
article entitled ‘‘Selling Freedom for
Rhetoric.” I would like to share some
of his thoughts with you:

Make no mistake about it. Your freedom
and independence—what you celebrate on
the Fourth of July—are precisely what must
be taken away, in order that we may all be-
come dependent on the largess of Washing-
ton and become the guinea pigs of the social
experimenters * * * We are talking about the
government telling you and your doctors
what you can and cannot do, politicians and
bureaucrats micromanaging medicine * * *
Government is not about ‘asking.'* * * It is
about telling * * *

CONGRESSIONAL RECORD—SENATE

What about our freedoms as Ameri-
cans? Thomas Sowell could not pos-
sibly have been more clear when he
said: **No freedom can be more personal
than the freedom to decide for yourself
what should be done to preserve your
health and your life.”

Let us examine the destruction of
our freedom envisioned in the Clinton-
Mitchell health bill.

First, the issue of choice. Polls have
consistently shown the American peo-
ple want to choose the type of care
they get and from whom they can get
that care. A Government bureaucrat
should not be making that decision for
them.

I want to go back to my comments
earlier about my brother’s death due to
melanoma in 1979. While that was 15
years ago, it seems as vivid today as it
was then. I am going to talk about that
in using this chart which shows the bu-
reaucracy in the Clinton-Mitchell bill.

First, I want to say there are prob-
ably some who think this is just a
chart that someone has made up, a fig-
ment of someone’s imagination, but I
assure you this chart, put together by
Senator SPECTER was developed by
going through the 1,400-and-some page
bill. Senator CoATS and Senator GREGG
put this primer together which details
the 50-plus new bureaucracies. Every
one of these new programs, every one
of these new bureaucracies is identified
as to the section of the bill from which
it comes.

I will just say to those who are lis-
tening, can you imagine what it must
be like or could be like if you were sit-
ting with me in a hospital room in At-
lanta, GA, in 1979, when your brother, a
brother you loved so dearly, was suffer-
ing so much. There you were working
with his doctor trying to figure out
what was the next best option, what
procedure might be used, what medica-
tion might be available to reduce his
pain, what new technology might be
available that could possibly extend his
life or improve the quality of his life.
Right in the middle of that discussion,
right between me and Michael's doctor
is this massive new Government bu-
reaucracy—a wall, in essence, that has
been established that acts as a barrier,
a group of bureaucrats, who I will say
are well-intended, who would say to me
or to the doctor that that medical pro-
cedure is not available any longer or
that new technology has not been ap-
proved by the Board.

Now, I must tell you I do not believe
that this is the kind of health care that
the overwhelming majority of Ameri-
cans want for this country.

(Mr. ROCKEFELLER assumed the
chair.)

Mr. MACK. Mr. President, the Clin-
ton-Mitchell bill provides no real
choice of health care benefit plans at
all. All plans will be cloned with the
same set of standard benefits deter-
mined by the National Health Benefits
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Board. Oh, sure, you might be able to
decide whether your health care bene-
fits will be handled by an HMO or pre-
ferred-provider arrangement or a fee-
for-service plan, but all benefits will be
the same—fixed by Government. But,
despite the rhetoric from my col-
leagues, you will not have the freedom
to choose the physicians or treatment
that you need. The Board will be given
the power to determine whether health
care is medically necessary and appro-
priate, not the physicians.

Representing a State of more than 13
million people, you can imagine the
correspondence and phone calls that I
have received on this issue. The other
day I received a letter indicative of
many others I have received. The writ-
er stated:

I do not delegate the right to take care of
my health care and medical needs to the U.S.
Government.

What does the national Board know
about what is appropriate and medi-
cally necessary for families in Ruskin,
FL, or a grandfather in Little Rock,
AR? These decisions must be made by a
patient in consultation with his or her
medical provider—case closed.

What about this take-it-or-leave-it
standard benefits package? The Amer-
ican people know that one size does not
fit all. I want no part of a plan that
forces Americans to change insurance
plans they are satisfied with because
the Government knows better than the
American people what type of benefits
they need.

Frankly, this reminds me of the cata-
strophic coverage debate of 1988 and
1989 when Medicare beneficiaries were
being forced to give up the supple-
mental coverage they already have be-
cause the Government believed a one-
size-fits-all package was better. Before
the ink was dry, we had to repeal it.
Americans rebelled then and, Mr.
President, they are rebelling today.

One of the bills I sponsored is the
Consumer Choice Health Security Act.
This legislation is modeled after the
Federal Employees Health Benefit Plan
[FEHBP], the plan Congress and over 3
million Federal employees belong to
around the country. It offers members
the choice of more than 300 health in-
surance plans with a vast variety of
benefit options.

The Dole bill encourages Americans
to join FEHBP and choose the health
care plan with benefit options that are
best for them and their families. Unfor-
tunately, the Clinton-Mitchell plan
takes a good program full of choice and
obliterates it.

Choice will be severely affected by
the premium caps in the Clinton-
Mitchell bill as well as the 18 new taxes
proposed in the bill. As Government
squeezes down on resources, we will be
forced to give up choices of benefits, of
plans, of providers—choices which we
have always believed would be avail-
able to us in our health care delivery
system.
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Mr. President, that brings to mind a
conference on health care that I held in
Jacksonville, FL, several years ago. We
had two physicians from Canada who
came to talk about the Canadian sys-
tem. They told us that there was over-
whelming support in Canada for their
system. But, one of the things that
they said that I think is very, very im-
portant and should never be forgotten
is, that you cannot take the ideas and
plans that have created a health care
system for society, for some other na-
tion, and superimpose them on yours.
They said to us: ‘‘*You've got to develop
a plan, you've got to develop a health
care system based on the values of
your society.”

And that is why this debate is so im-
portant, and it is so important for us to
listen to what the American people, in
fact, are telling us.

Next, let us look at the issue of qual-
ity within the Clinton-Mitchell bill.
The bill states that the National
Health Benefits Board shall be author-
ized to establish guidelines as to what
is medically appropriate. Furthermore,
the bill mandates that a health plan
has developed a treatment guideline or
utilization protocol, then it must pro-
vide this in a written statement at
least 60 days ahead of time to each af-
fected provider and the Government
entity which certifies the plan.

Can you imagine how this process
could interfere in the practice of medi-
cine and patient care? Let me give you
an example. A person goes to a doctor
to have a mole removed from his neck.
The doctor discovers that more tissue
needs to be removed because what first
looked like a harmless mole may pos-
sibly be a melanoma. So the guideline
for treatment is different. What should
the doctor do or have done differently?

The doctor asks a colleague for a sec-
ond opinion who suggests a different
approach because of the appearance of
the surrounding tissue. What may be
very good medicine may not fit the
protocol for the already approved pro-
cedure. Did they follow the guideline?
Did they modify the guideline? Did the
outcome fit with the expectation for
the treatment? Is this the thought
process we want physicians to go
through apart from what they think is
best for their patients?

Many of us, who have experienced
our children coming down with the
croup, can remember the anxious time
we spent at night listening to that
raspy and painful sounding cough while
trying to decide whether to go to the
emergency room. The August 4 edition
of the New England Journal of Medi-
cine describes how a new drug inhaled
through a nebulizer allowed children
with the croup to be discharged from
the emergency room significantly ear-
lier and needed less medication after-
ward than the children who had re-
ceived a placebo.

I assure you, if my grandson had the
croup tonight, I would want him to
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have the option to receive this treat-
ment. How are pediatricians in health
plans going to do this if a Government-
preapproved guideline is not in place?
After all, this is not a tried and true
treatment but something new and in-
novative.

The next area I want to address is
price controls. Price controls were
originally advocated by President Clin-
ton and are now being proposed by Sen-
ator MITCHELL in the form of taxes on
insurance plans and a target for pre-
miums which will threaten the quality
of care.

Those who favor price controls, in
whatever form, often do so without ad-
dressing the effects of those controls.
For every action, there is an equal and
opposite reaction. If we place a cap on
how much is spent, there will have to
be some reaction to it. The number of
medical procedures will decline and ra-
tioning of serwices will occur. Spe-
cialty services will be terminated and
consolidated with fewer services avail-
able to most people. Research and edu-
cation will be slashed as a means to
meet the cap. Development of new
drugs will come to a standstill. The
quality of our health care will be dra-
matically affected.

Soon after the Clinton health care
bill was introduced, a letter signed by
562 leading economists was sent to the
President. These economists wrote
that the administration’s government-
run health care system ‘‘will produce
shortages, black markets, and reduced
quality.”

The economists concluded that,

In countries that have imposed these types
of regulations, patients face delays of
months and years for surgery, government
bureaucrats decide treatment options in-
stead of doctors or patients, and innovations
in medical techniques, and pharmaceuticals
are drastically reduced.

Finally, the economists concluded,

Caps, fee schedules and other government
regulations may appear to reduce medical
spending, but such gains are illusory. We will
instead end up with lower-quality medical
care, reduced medical innovation, and expen-
sive new bureaucracies to monitor compli-
ance.

Unfortunately for all Americans, this
same letter could have been written
about the Clinton-Mitchell plan.

I would like to share with your some
examples from other countries that
have imposed price controls.

Last Christmas, in an effort to meet
budgets, some 100 hospitals in On-
tario—Canada’s most populous prov-
ince—shutdown wards and surgeries for
3 weeks with doctors going unpaid and
nonemergency patients untreated.

On June 8, 1994, the Times in London
featured a story entitled, ‘“Patient
with Indigestion gets April 1996 ap-
pointment."

Again, ‘“Patient with Indigestion
gets April 1996 appointment. Consult-
ant serves 280,000 people, twice rec-
ommended level."”
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The patient, David Fullbrook, re-
ceived a letter from the National
Health Service Trust, which stated the
following, “No guarantee can be given
that you will be seen precisely at the
time stated or by the consultant
named.”

The article discusses the doctor's
frustrations with the fact that he is the
only specialist serving a large area. A
spokesperson for the British health
care system acknowledges that these
waiting periods need to be urgently
corrected and a review of medical man-
power is underway. Can you imagine
what this gentleman must be feeling?
Two years to see a specialist, but do
not worry, he is told, his government is
going to study how to speed things up
for him.

A woman in Florida told me her fa-
ther, who gets his care under Britain’s
Government-controlled system, had to
wait so long for a cataract operation
that by the time the surgery was
scheduled, his eyes were inoperable. My
father had cataract surgery when he
needed it and I want to make certain
our citizens have guality health care
when they need it.

The Clinton-Mitchell bill wants to
control the number of specialists in our
country similar to the British system.
The Clinton-Mitchell bill, in fact, cre-
ates a National Commission on Grad-
uate Medical Education tasked with
controlling the number of specialists in
our country. This bureaucracy would
require a ratio of 55 percent generalists
to 45 percent specialists. So, if your
life-long dream has been to be an oph-
thalmologist or to discover a cure for
breast cancer, you might want to
rethink your dreams. The Government
may have other plans for you. This is
an arbitrary ratio which will not only
limit care but also reduce research.
They have forgotten that specialists
are the pioneers of medical innovation.
Do we really want to set bureaucratic
limits on the talent we allow into the
system? I think not. Such limitations
will forever change the quality of our
care, and severely restrict our choice of
providers and services.

Another victim of the Clinton-Mitch-
ell bill is research. We are close to
amazing breakthroughs in medicine—
maybe the kind of discoveries that
could have saved my brother Michael’s
life. The American spirit of innovation
can only flourish with less government,
not more government.

Innovations in American laboratories
during the first half of this century
have practically eradicated such kill-
ers as measles, tuberculosis, polio, and
whooping cough. We are in danger of
destroying that spirit.

The mere threat of price controls by
the administration on the pharma-
ceutical industry has been decreased
research and development at drug com-
panies. From December 1992 to March
1994, the total decline of the industrv
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stock value was approximately $50.5
billion, a decrease of 25 percent. This is
capital that would be used to find cures
that could affect your family members
and loved ones.

Mr. President, this is a point I do
want to focus on for just a minute, be-
cause I think its consequences could be
extremely serious.

Before I make some other relevant
points, I have read some rather inter-
esting books on the subject of DNA,
gene therapy, immunotherapy, and the
work that is being done to identify
genes related to specific diseases.

I refer to two books, “The Secret of
Life,”” and the other, ‘“The Trans-
formed Cell,”” a book written by Dr.
Steven Rosenberg, a physician-sci-
entist out at the National Cancer Insti-
tute.

This book is of particular interest to
me, since Dr. Rosenberg focuses in on
the issue of melanoma. About the time
Michael was diagnosed with the dis-
ease, frankly, there was no treatment.
But today, at the National Cancer In-
stitute, we are seeing remarkable
things happen. We are seeing people
who have, in fact, been cured of mela-
noma because of work done by Dr. Ste-
ven Rosenberg, in being able to turn on
the immune system. Ironically, for
some reason, the immune system sees
cancer cells and believes that those
cells are natural cells to the body and
the immune system does not attack it.

What Dr. Rosenberg and others have
been working on is how do you use a
protein to identify that cancer cell
which sends a signal to the immune
system to turn on and attack it and
kill the disease. And they are making
real progress.

But, again, Mr. President, my con-
cern is that under a Government-con-
trolled system in which there will be
some cap or some effort to control how
much we spend on health care, what is
going to happen, which is natural
through the political process, is that
we are going to take scarce resources
and we are going to identify and target
those to what most people would think
should be done. And that is the day-to-
day concerns of people in the hospitals,
clinics, and doctors' offices around the
country. In the end, money that will be
available for research will dry up.

The loss in value of American drug
companies is one cause among several
to have had a profound effect on the
ability of American scientists to bring
the fruits of their genius and innova-
tion into production for the benefit of
patients. This slowdown has occurred
for five major reasons. First, the loss of
capitalization of American health care
product manufacturers, that I just
mentioned, affects their ability to bor-
row and invest in the development of
new products. Second, the decline in
research funding reduces the fuel to
drive the NIH intramural and extra-
mural intellectual scientific engine
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which is behind the phenomenal medi-
cal advances of the last 30 years.

Third, the costly maze of regulation
required by the FDA inhibits bringing
products to market. Fourth, the im-
pact of the fear of liability by device
manufacturers and their suppliers.
This is no longer just a question of
whether a device worked properly but
includes the reluctance of suppliers to
sell materials to manufacturers and
then have to defend their product later
on in court. And, fifth, the refusal by
third party payers; insurance compa-
nies, HMO's, Medicare; to pay for new
or improved technology.

For years university researchers cre-
ated ideas that were supported by the
NIH. Investors then funded these ideas
so that they could be further refined
into a product which then had to be
tested, approved, and brought to mar-
ket. All of this took place in the Unit-
ed States. Now, we see American com-
panies first bringing products to mar-
ket overseas. Europeans, South Ameri-
cans, and others are quickly able to use
American products that cannot make
it through our regulatory maze. One
leading midwestern manufacturer of
therapeutic medical devices has not in-
troduced a major new project first to
the U.S. market in 10 years. There is a
shift in the international center of
gravity for medical device innovation
out of the United States. Products are
now introduced, then manufactured
and ultimately developed in research
and development facilities overseas.

I ask unanimous consent to print in
the RECORD a statement on this prob-
lem by Dr. Pierre M. Galletti, professor
of medical sciences at Brown Univer-
sity and current president of the Amer-
ican Institute for Medical and Biologi-
cal Engineering.

There being no objection, the letter
was ordered to be printed in the
RECORD, as follows:

BROWN UNIVERSITY,
Providence, RI, August 12, 1994,
Senator CONNIE MACK,
Hart Senate Office Building,
Washington, DC.

DEAR SENATOR MACK: One neglected issue
in the debate on health care reform is the
impact of proposed legislation on innovation
in medical technology and the resulting
competitiveness of the U.S. medical product
industry. I speak to these issues as an inves-
tigator in artificial organs and implants
with substantial experience in technology
transfer from the research laboratory to in-
dustry, and as chairman or member of Sci-
entific Advisory Boards to several product
manufacturers here and abroad.

There is no denying that the mere fact of
debating health care reform with the domi-
nant accent on cost containment has had a
profound negative influence on technological
innovation in medicine. The market valu-
ation of U.S. pharmaceutical companies has
been substantially diminished, and with it
the capacity to invest in new product devel-
opment., To maintain competitiveness, a
counter-strategy has evolved whereby drug
manufacturers seek to protect their market
share by alliances with somewhat monopolis-
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tic distribution networks or investment in
less expensive generic products.

No such strategy exists for medical device
manufacturers., This branch of the U.S. in-
dustry consists primarily of medium size and
small companies. They do not have the cash
reserves needed for a major strategic shift
and, because of their division in multiple
market segments, cannot easily ally them-
selves with provider or consumer groups. As
a result, the stocks of biotech companies
have plunged by more than fifty percent
compared to a year ago. The willingness of
manufacturers to proceed with new products
has been discouraged. The availability of pri-
vate venture capital has been severely cur-
tailed. Clinical product evaluation and, in-
creasingly, production are shifting from the
U.8. to Europe, where the business and regu-
latory climate are felt to be less stifling.

The net effect, after perhaps a short period
of savings on health care costs because of un-
availability of new products, will be a long
term increase in health care costs. Think
simply where we would be if there had not
been products for one-day hospitalization for
gall bladder surgery with minimally invasive
technology; no intraocular implants for the
treatment of cataracts; and no cardiac pace-
makers for controlling chaotic heart action.
None of these advances would have been pos-
sible without an investment of government
funds in research, and a much larger invest-
ment of private capital to turn inventions
into products. Most researchers are in this
game for the satisfaction of being identified
with medical advances. Most investors are in
the game for turning out a profit. This syn-
ergy has worked to the advantage of the
American economy: the U.S. medical prod-
uct industry, particularly in the artificial
organ and implantable device area, domi-
nates the world market and has grown to a
volume of several billion dollars, employing
tens of thousands of people.

If we drive early stage research abroad, if
we continue to let our regulatory apparatus
delay authorizations to proceed with product
evaluation with senseless queries, if we make
capital investment in new medical products
less rewarding, then we will effectively kill
the U.S. leadership in bringing new medical
products to the market. Exports will eventu-
ally become imports. An apparent short term
saving will become a new health care burden,
because the American people simply will not
do without products which have demon-
strably increased their quality of life and, in
many cases, their actual life expectancy.

Cordially,
PIERRE M. GALLETTI, M.D., PH.D.

Vice President Emeritus, Biology & Medicine.

Mr. MACK. I also want to read just a
bit from that. He says:

There is no denying that the mere fact of
debating health care reform with the domi-
nant accent on cost containment has had a
profound negative influence on technological
innovation in medicine. The market valu-
ation of U.S. pharmaceutical companies has
been substantially diminished, and with it
the capacity to invest in new product devel-
opment.

He goes on:

The net effect, after perhaps a short period
of savings on health care costs because of un-
availability of new products, will be a long
term increase in health costs.

As we ratchet down on health care
dollars to pay for an explosion in Gov-
ernment bureaucracy, we will ration
technology innovation and, in the end,
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invest less resources to improve qual-
ity of life.

Researchers at the National Center
for Human Genome Research and grant
recipients from the Center are closing
in on identifying the breast cancer
gene. Once the gene is discovered, we
will actually be able to let women
know at an early age if they are pre-
disposed to developing breast cancer
due to genetic makeup.

The following are just a few of the
many promising drugs in the final
phase of FDA approval: Ropinerole,
which shows great promise for people
with Parkinson's disease; Arvin, which
will be used for stroke, and affliction
which kills more than 17,000 people a
year; and Casodex for prostate cancer,
which kills 38,000 men a year. The de-
velopment of these and other future
wonder drugs will be placed at risk by
the Clinton-Mitchell Government-con-
trolled medicine.

Let us take a look at innovation in
delivery of services under the Clinton-
Mitchell bill, specifically the ability to
self-insure, The bill makes it illegal to
self-insure if you have under 500 em-
ployees.

In my travels around the State, I
have spoken with many employers who
have instituted innovative ideas to en-
sure a healthy workforce—a company
doctor, an onsite health clinic, incen-
tives for healthy lifestyles such as an
in-house jogging track and exercise
room.

Many employers in my State who
have self-insured plans have done a tre-
mendous job in holding down health
care costs for their employees. A citrus
packer in Ocoee with 13 employees has
been self-funded for 3 years and has
saved $75,000 during that time. A law
firm in Tampa, FL, with 26 employees
has saved more than $75,000 over 4
years. How? By being innovative, en-
couraging their employees to seek pre-
ventive care, and by promoting individ-
ual responsibility in health care.

Under the Clinton-Mitchell bill these
creative and cost-saving ideas as part
of a self-insured plan would be out-
lawed for employers with less than 500.
Why? Because Clinton-Mitchell rests
on the premise that the Federal Gov-
ernment can make better choices than
you can.

Before abdicating our rights to the
Government, we should examine the
Government's track record in estimat-
ing the costs and complexity of Gov-
ernment programs. It is not good.

Last year, Joseph Califano, Secretary
of HHS under President Jimmy Carter
wrote about the effects of the unin-
tended consequences of Government
actions:

As the President, Hillary Rodham Clinton
and Congress set out to reinvent health care
in America, they are wise to consult widely,
since we got into much of the current mess
by acting on the best of intentions without
foreseeing the worst of unintended con-
sequences.

CONGRESSIONAL RECORD—SENATE

Medicare was estimated to cost $9
billion in 1990 when it was originally
estimated in 1965. Instead, the actual
cost in 1990 was off by 1,178 percent,
nearly 12 times higher—the unintended
consequenses of Government action.

The Mitchell bill contains at least 50
new bureaucracies designated to sim-
plify the health care system—the Na-
tional Health Care Cost and Coverage
Commission; the National Health Bene-
fits Board; the Mandatory State-based
Alternative Dispute Resolution, and
the list goes on and on—what will be
the unintended consequences of these
Government actions? The administra-
tion and my Democratic colleagues
will try and tell you that the Repub-
licans are using scare tactics.

Earlier I went through how we came
up with this information. It is clearly
and well defined. It comes right from
the Clinton-Mitchell bill that has been
introduced.

Finally, let us take a look at the dis-
astrous effects of the Clinton-Mitchell
bill when it comes to the employer
mandate. Under the original Clinton
bill, estimates on job loss ranged from
600,000 to 3.8 million. The new Clinton-
Mitchell bill would also clearly result
in substantial job loss.

A trigger for an employer mandate in
the future is no different than an em-
ployer mandate today. A mandate is a
disguised tax, making employers le-
gally responsible for financing a huge
Government entitlement program.
CBO, in essence, acknowledged that
employer mandates are taxes.

In the final analysis, a tax trigger as
advocated by the Clinton-Mitchell bill
will result in job loss, wage reductions,
and major administrative paperwork
nightmares for small business owners
and their employees.

Small business owners are wise to
Washington. They know what an em-
ployer mandate means—a disguised
way to pay for a new social experi-
ment. A recent NFIB survey recognized
this truth when over two-thirds of the
600,000 members polled opposed Con-
gress establishing a mandatory na-
tional health insurance program.

Since beginning this health care de-
bate over 3 years ago, I have been ac-
tively pursuing ways to improve the
best health care system in the world.

1 have been an active member of the
Senate Republican Health Care Task
Force, and I worked with my col-
leagues, Senators NICKLES and HATCH
and the Heritage Foundation in devel-
oping the Consumer Choice Health Se-
curity Act. Modeled after the Federal
Employees Health Benefit Plan, the
bill provides individuals and families
the opportunity to purchase the health
care plan that best addresses their in-
dividual needs. It empowers individuals
with choice and individual responsibil-
ity.

Because of my strong interest in pre-
vention and specifically, the issue of
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cancer prevention, I introduced legisla-
tion to provide refundable tax credits
for all individuals to avail themselves
of cancer screening procedures. The
American Cancer Society says this one
proposal alone could save up to 100,000
lives per year.

As a member of the Appropriations
Committee, I have been a vocal advo-
cate for increased funding for research
and for the CDC breast and cervical
cancer program for low-income women,
a successful program with proven re-
sults.

We are on the verge of breakthroughs
in many drugs that might one day
eradicate cancer, Alzheimer's, and
heart disease and cystic fibrosis. But
when resources are squeezed to fund a
$1 trillion explosion in Government bu-
reaucracy, the prevention of those dis-
eases could be put off to another gen-
eration.

I worked with the minority leader
and Senator PACKWOOD to develop the
Dole/Packwood bill. Forty Members
have endorsed this legislation. The leg-
islation recognizes the value of a free
market approach and imposes no costly
employer mandates that would cause
job loss.

The Dole-Packwood bill does not im-
pose a one-size-fit-all standard benefit
package that limits the free choice of
benefits and outlaws existing health in-
surance plans.

The Dole-Packwood bill does not cre-
ate a national health board to oversee
a government-run health care system,;

Does not prohibit small firms from
self-insuring and being innovative in
delivery of health care services;

Provides all Americans with access
to health insurance that is guaranteed
to be renewable, portable, and avail-
able regardless of any pre-existing con-
ditions;

Preserves unlimited choice of health
care plans that are tailored to your
needs;

Phases in tax equity for the self-em-
ployed and for individuals who do not
have employer-sponsored coverage;

It creates medical savings accounts
which can be used to pay medical bills
or to meet long-term care expenses.
The best cost control known to man is
a system which allows individuals to
make their own choices with their own
money on health care;

Allows self-employed and small busi-
nesses, 2 to 50 workers, to enroll in the
Federal Employees Health Benefit Plan
[FEHBP], giving them the same
choices among benefit packages that
Members of Congress enjoy;

Provides premium subsidies for low-
income people for the purchase of a
health care plan;

Reforms medical malpractice laws,
including capping awards for non-
economic damages and sliding scale
limits on attorney fees;

Allows for the development of truly
voluntary purchasing pools.
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In conclusion, I once again find my-
self thinking about the response I gave
to the President’'s health care address
to the Nation in September 1993.

The message I send my colleagues
today is the same message I delivered
almost 1 year ago: The American peo-
ple don’t want more bureaucracy, more
mandates, and more Government con-
trol over their health care choices.

The Clinton-Mitchell proposal, which
comes with a price tag of at least $1
trillion, creates a Government-con-
trolled, Government-dictated health
care system that will hinder quality,
choice, and freedom. It imposes at
least 17 new taxes, including a surtax
of 1.75 percent on every health insur-
ance policy, enacts price controls, re-
quires employer mandates, and creates
at least 50 new bureaucracies. In short,
it’s a prescription for disaster.

Two recent letters from my constitu-
ents express the concerns of many Flo-
ridians:

Please do not reduce the quality and avail-
ability of health care by voting for the Fed-
eral Government to “‘improve’ it by using
price controls and redtape. The past ‘‘accom-
plishments” of the Government * * * have
resulted in the tremendous cost overruns and
recent and constant tax increases * * *
strongly feel that the private sector through
market competition can reduce health care
costs. Please, vote *“‘no’” to any proposed
Government control of health care.

The second letter reads, and again I
quote:

I am very concerned about the Health care
bills before you. The Mitchell bill I'm afraid
will be used as a vehicle to get in Conference
where Clinton-Gephardt can be inserted
under another name and avoid Debate. * * *
The best bill will be * * * the * * * gimplest
with the least Government involved and the
most Free Enterprise as has served to make
the Country Strong and Rich.

Mr. President, I want to see that
other families, just like mine, have
health care. While my Democratic col-
leagues may have the right motives for
reforming our health care system,
their method will destroy the best
health care system in the world.

My vote, on behalf of my constitu-
ents, will be a resounding ‘‘no’ on the
Clinton-Mitchell bill. I will work hard
with my colleagues to pass the reforms
the American people want and I will
not impose upon them a solution they
do not want.

A Government controlled system?
Never. I will never cast away our free-
dom for the sake of constructing a so-
cial experiment on a foundation of
quicksand—the Federal bureaucracy. It
is a formula proven time and time
again to fail. We must look for solid
ground to build any such reforms * * *
that ground has always been free mar-
kets and free choice. They have served
as the foundation for every great stride
made by this country in the last 200
years. I will not abandon them nor will
the American people abandon them ei-
ther now or later.
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I yield the floor.

Mr. PRYOR addressed the Chair.

The PRESIDING OFFICER. The Sen-
ator from Arkansas.

Mr. PRYOR, Mr. President, if I might
inguire of the Chair, how much time is
left on this side?

The PRESIDING OFFICER. Just
about 28 minutes.

Mr. PRYOR. I thank the Chair.

Mr. President, I first want to con-
gratulate my colleague from Florida
for his very timely remarks. I also
want to congratulate my colleague,
Senator BENNETT, for his remarks ear-
lier today. I thought it was a very, very
constructive dialog, a very construc-
tive part of this debate on this late
Saturday afterncon in the U.S. Senate.
I am glad that this debate is occurring,
and I am glad also, Mr. President, that
I have the opportunity, to correct some
of the misimpressions—I know not in-
tentionally made—by my very good
friend and colleague from Florida, Sen-
ator MACK.

First, there is something I agree
with. I agree with my colleague from
Florida that we have the highest qual-
ity of medical care of any country in
the world. I agree 100 percent. I agree
100 percent with my colleague from
Florida that we have the highest qual-
ity system of medical care for those
who have insurance, for those who are
wealthy, for those who can afford it,
for those who have not had their insur-
ance canceled, for those who have not
lost their jobs, and for those who have
not been transferred to another State
or to another company where they
have lost their insurance.

We have a very high quality of health
care. And I would like to further state
that for those who are in the system,
the system is good.

For those who are outside the sys-
tem, the system is very, very bad. It is
so bad, Mr. President, that we have a
crisis, and unless we do something, we
are going to see the great majority of
American families in the next decade,
one, not have insurance coverage and,
two, not be able to participate in what
our colleague from Florida refers to as
the best system of health care in the
world.

There is another misimpression that
my colleagune and others of his friends
on his side of the aisle have been leav-
ing for the last several days and weeks,
and that is that the so-called Mitchell
plan is a Government takeover.

It is just the opposite of a Govern-
ment takeover. The so-called Mitchell
plan is a plan to free up the individual
to make their own decisions about
health care. It is not a Government
takeover, and to imply, to state that 17
new taxes—17 new taxes—are going to
be imposed under the Mitchell plan is
totally, absolutely in error.

Second, to imply that 50 new bu-
reaucracies—50 new bureaucracies—are
going to be created under the Mitchell
plan? Mr. President, it is not true.
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Earlier in the day I was looking at
the chart of my friend from Florida. In
fact, I went over to examine that
chart. I have seen it on TV; I have seen
it on the floor all week. So I took the
time to go and look at it.

I looked down in the lower left-hand
portion or quadrant, of that particular
chart about how bad this Mitchell plan
proposal is going to be, how many bu-
reaucracies it is going to create. What
I saw in the chart that we have seen
displayed most of today on the Senate
floor is basically part of the system
that we have now, that we are trying
to get rid of, that we are trying to re-
place with a new system that is going
to be affordable and accessible to every
American citizen. Most of that chart,
Mr. President, was a chart and I re-
peat, of the system that we have now.

It is for this reason that we are using
an example from the State of Iowa, a
small town in the State of Iowa, Clive,
IA. We have a chart of a Dr. Gleason's
office before Senator Mitchell’'s plan.
Here it is. Here is what happens in this
small doctor’s office in this small town
in Iowa: The literally hundreds of
forms and steps that must take place
when a patient of Dr. Gleason receives
service,

What do we have first? First, we have
1,500 insurance companies in America.
The distinguished occupant of the
chair knows all of this, probably better
than any Member of this body. He has
passionately—passionately—pursued
this issue and tried to make those nec-
essary changes that make this system
not only the best, but keep it the best
and make it accessible and affordable
to every American.

Look, Mr. President, here we have
Medicare, Medicaid. Here are the Blue
Cross/Blue Shield programs right here.
Here are all the different color codes
that show—each different color code is
a new form that must be filled out be-
fore Mary Jones has her examination
or has her finger bandaged, or what
have you. Then we have all of the other
insurance companies. We could not put
all the rest of them on here because
there would be over 1,400 of them and
they would encircle this entire Senate
Chamber. For every one of those insur-
ance companies, there is a different
form to fill out.

Under the Mitchell plan, you are not
getting more government, you are get-
ting less government. You are not get-
ting less service, you are getting more
service. You are not getting a lower
quality of health care, you are getting
a higher quality of health care.

What you are ultimately getting,
though, Mr. President, is efficiency in
that system and you are getting sim-
plicity in that system. Because after
Senator Mitchell’s plan is enacted—if
those on the other side will let us enact
it—we will see a much simpler plan
with basically only three different
forms that have to be filled out when
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Mary Jones visits the office of Dr.
Gleason in Clive, IA.

We think this is remarkable progress,
Mr. President. We think it is progress
because we think the Mitchell plan is
very far superior to that plan offered
by Senator Dole and Senator MACK and
his colleagues on the other side.

Just one example. Because we think
it is better, we will give you one reason
we think it is better, among others.

The Senator from Florida represents
a State with the highest percentage of
elderly population. By the way, Arkan-
sas is second or third in line. I am not
sure we are second to Florida, but Flor-
ida is first. Florida has more elderly
people than any other State
percentagewise, yet, mysteriously, the
proposal by Senator DOLE and Senator
MACK does not include prescription
drug benefits for seniors. It does not
exist. It is not in the Dole plan. It is
nonexistent. It is not even mentioned.

Whereas, in the Mitchell plan, we do
begin for Medicare recipients a pre-
scription drug plan that we think is a
very, very good start. And we are proud
of it. We are proud that we have a pre-
scription drug proposal. We are proud
of the fact that the elderly and the sen-
iors and those on Medicare are no
longer going to have to reach in their
pockets and pay the highest conceiv-
able prices for their prescription drugs.

We can do better as a country. We
will do better as a country if we adopt
the Mitchell plan for prescription
drugs. I think this afternoon's debate
has been a good debate because we are
beginning to compare, really compare,
without all the rhetoric, the Mitchell
plan to the Dole plan. Another thing
we like better about our plan is we
have a proposal, as the Presiding Offi-
cer knows, because he was one of the
instrumental forces in putting it into
the Finance Committee bill, merged
into the Mitchell bill, is something
that we call long-term care. It is a be-

ginning.
The distinguished occupant of the
chair, Senator ROCKEFELLER, has

worked for years and years to tell our
country of the need for long-term care
and to keep people as long as possible
out of nursing homes.

Well, Mr. President, if we do noth-
ing—and we have the opportunity here
to do nothing, which would be the
wrong opportunity to take, I might
add, Mr. President, but if we do noth-
ing and if we fail to seize upon this op-
portunity to do something, a once-in-a-
lifetime opportunity to do something
about a health care system that is un-
available to 37 million people, that is
unaffordable to millions and millions
of people, a system that is losing hun-
dreds and hundreds of thousands of in-
sured each year, if we fail that oppor-
tunity, I think we have failed in our
obligation to the American people as
Members of the Senate.

Look at this. We have more than
1,500 health insurance companies in
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this country, and today we see that we
have to fill out 15 more forms for one
patient's hospital stay. The lack of
standardization of these forms is re-
sulting in higher and higher adminis-
trative costs. The number of health ad-
ministrators, for example, has in-
creased by 300 percent during the past
decade. The number of physicians has
increased by only 18 percent.

The private insurance carriers in this
country employ more than 2.4 million
people, almost 2% million. This is al-
most as many people as are employed
in all of the legislative, judicial, and
nondefense executive agencies of the
American Federal Government, includ-
ing all of the postal workers.

If we do nothing, this is going to con-
tinue to explode. If we do nothing, I
say to my friend from Florida, we are
going to see Children's Hospital bills
not at the $2 million a year it costs to
fill out reports today, but $10 million a
year in the coming years. We are going
to see the continued explosion of the
health care bureaucracy in our coun-
try.
Mr. President, earlier this morning,
one of the lead speakers, a very good
speaker, a very good Senator, a good
friend, the vice chairman of the Senate
Special Committee on Aging, a real ad-
dition, a good addition to this body,
stated—and I cannot guote him ex-
actly—our friend, Senator COHEN, said
he did not know why the newspaper
headlines this morning ‘*blamed us, the
Republicans, for slowing down the
health care bill” or “impeding the
health care bill.”’ I do not know exactly
the term he used.

Well, I do not know why my friend
the junior Senator from Maine, Sen-
ator COHEN, was surprised, because
only last Wednesday on the floor of the
Senate it was Senator PHIL GRAMM,
and I quote, who declared ‘‘No one per-
son will be able to comprehend the en-
tire bill by next week,” so he said he
will divide up the measure, assign sec-
tions to individual GOP Senators, and
have them explain their designated po-
sitions on the floor. He said then that
process, and I quote, ‘‘will take a week,
and,” he said, ‘‘after that, the bill is
dead.”

‘*After that, the bill is dead.”

So why would our friend from Maine
be surprised to see that now the news-
papers or the press people, the media,
might be accusing or implying that the
Republican side of the aisle would like
to slow down and ultimately kill this
bill.

Our friend from Utah, Senator BEN-
NETT, spoke this afternoon—he gave a
very, very good speech, I thought. He
quoted from Newsweek regarding the
so-called Mitchell bill and the Clinton
plan, et cetera. But what he did not
state was that Newsweek, in the same
article, predicted, and I quote, Mr.
President, ‘““The Dole plan will increase
premiums for middle-class people and
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could increase the number of unin-
sured.”

What we are talking about, Mr.
President, is 30 million people unin-
sured, left out of the system, forgotten,
run away from should the Dole plan be-
come law.

Mr. President, the other day—and I
have used this before; this will be the
second time—when we talked about de-
laying the vote, delaying consider-
ation, stopping now and coming back
in September, stopping now and com-
ing back next year, when we do all of
this, Mr. President, what I think we
were saying is that we are giving up. I
do not believe we can give up. I believe
that we have to work harder. I do be-
lieve that we have to try to achieve a
bipartisan proposal that we can take to
the American people and say this is a
better system than we have now.

When I thought about how to conjure
up all the resources of the Senate, I
added np the number of years that col-
lectively all of us, all 100 of us that sit
in this Chamber on a daily basis, how
many years of Senate service have we
had collectively. The answer is 1,236
yvears. I have been here 15 years. Sen-
ator THURMOND, I think, has been here
over 35 or 36 years. Senator HATCH over
there has been here over 20 years. Sen-
ator DASCHLE has been here since 1986,
so he has not been here quite a decade.

But you add all of our service up to-
gether and, Mr. President, it is 12 cen-
turies, over 12 centuries of public serv-
ice in the U.S. Senate. And somehow I
believe, with 12 centuries of experience,
we do have the resources, we do have
the ability; and hopefully, we have the
will to come forward with a proposal
that we can support, that we can take
to the American people, and that we
can be proud of as an institution.

Mr. President, I know that the time
is late.

I know that we are all ready to go
home. In fact, I would like to go home,
Mr. President, and catch the last 30 or
40 minutes of the PGA Golf Tour-
nament. That is where I would rather
be this afternoon.

But I want you to know, Mr. Presi-
dent, it has been a high honor and a
privilege to be here working with my
colleagues today, this week, and this
weekend on this proposal. We are going
to continue to work on it until we do
it, until we do it right. And we can do
it, and we must do it, because if we do
not, we will have failed our country, we
will have failed our children, and we
will have failed their children.

Mr. President, I thank the Chair, and
I yield the floor.

Mr. DASCHLE addressed the Chair.

The PRESIDING OFFICER. The Sen-
ator from South Dakota.

Mr. DASCHLE. Mr. President, let me
commend the distinguished Senator
from Arkansas for an excellent state-
ment. He has been a student of this
issue now for many years. He is a mem-
ber of the Finance Committee. He has
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represented those of us who favor
strongly the Mitchell bill.

In closing our debate this afternoon,
we thank him for his contribution, par-
ticipation, leadership, and commend
him especially for the excellent state-
ment he has just made.

NATIONAL BREAST CANCER
AWARENESS MONTH

The text of the joint resolution (S.J.
Res. 185) to designate October 1994 as
‘“National Breast Cancer Awareness
Month,” as passed by the Senate on
August 12, 1994, is as follows:

S5.J. RES. 185

Whereas breast cancer will strike an esti-
mated 182,000 women and 1,000 men in the
United States in 1994;

Whereas the risk of developing breast can-
cer increases as a woman grows older;

Whereas breast cancer is the second lead-
ing cause of cancer death in women, and will
kill an estimated 46,000 women and 300 men
in 1994;

Whereas the 5-year survival rate for local-
ized breast cancer has risen from 78 percent
in the 1940’s to over 90 percent today;

Whereas most breast cancers are detected
by the woman herself;

Whereas educating both the public and
health care providers about the importance
of early detection will result in reducing
breast cancer mortality;

Whereas appropriate use of screening
mammography, in conjunction with clinical
examination and breast self-examination,
can result in the detection of many breast
cancers early in their development and in-
crease the survival rate to nearly 100 per-
cent;

Whereas data from controlled trials clearly
demonstrate that deaths from breast cancer
are significantly reduced in women who have
been screened by mammography;

Whereas many women are reluctant to
have screening mammeograms for a variety of
reasons, such as the cost of testing, lack of
information, or fear;

Whereas access to screening mammog-
raphy is directly related to socioeconomic
status;

Whereas increased awareness about the im-
portance of screening mammography will re-
sult in the procedure being regularly re-
quested by the patient and recommended by
the health care provider; and

Whereas it is projected that more women
will use this lifesaving test as it becomes in-
creasingly available and affordable: Now,
therefore, be it

Resolved by the Senate and House of Rep-
resentatives of the United States of America in
Congress assembled, That October 1994 is des-
ignated as ‘‘National Breast Cancer Aware-
ness Month"” and the President is authorized
and requested to issue a proclamation call-
ing upon the people of the United States to
observe the month with appropriate pro-
grams and activities.

CRIME PREVENTION MONTH

The text of the joint resolution (S.J.
Res. 192) to designate October 1994 as
“Crime Prevention Month,” as passed
by the Senate on August 12, 1994, is as
follows:

S.J. REs. 192

Whereas crime prevention improves the

quality of life in every community;
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Whereas crime prevention is a cost-effec-
tive answer to the problems caused by crime,
drug abuse, and fear of crime;

Whereas crime prevention is central to a
sound criminal justice system at Federal,
State, and local levels;

Whereas millions of United States citizens
have demonstrated that by working to-
gether, they can reduce crime, drug abuse,
and fear of crime;

Whereas all people of the United States,
from preschoolers to senior citizens, can help
themselves, their families, and their neigh-
borhoods prevent crime and build safer, more
caring communities;

Whereas it is important to honor annually
those individuals throughout society who
work to prevent crime and to build and sus-
tain communities; and

Whereas the National Citizens’ Crime Pre-
vention Campaign (featuring McGruff the
Crime Dog and sponsored by the Department
of Justice, the Crime Prevention Coalition,
and the National Crime Prevention Council)
encourages effective partnerships to reduce
crime and to improve life throughout the Na-
tion: Now, therefore, be it

Resolved by the Senate and House of Rep-
resentatives of the United States of America in
Congress assembled, That October 1994 is des-
ignated ‘‘Crime Prevention Month", and the
President is authorized and requested to
issue a proclamation calling upon the people
of the United States to observe the month
with appropriate ceremonies and activities.

YEAR OF THE GRANDPARENT

The text of the joint resolution (S.J.
Res. 198) designating 1995 as ‘‘Year of
the Grandparent,”” as passed by the
Senate on August 12, 1994, is as follows:

S.J. REs. 198

Whereas grandparents bring a tremendous
amount of love and power for good into the
lives of their grandchildren;

Whereas grandparents, in partnership with
parents, help deepen every child's roots and
strengthen every child's wings so that every
child may soar into adulthood with a glad
heart and a confident spirit;

Whereas grandparents are a strong and im-
portant voice in support of the happiness and
well-being of children;

Whereas grandparents often serve as the
primary caregivers for their grandchildren,
providing a stable and supportive home envi-
ronment;

Whereas grandparents should be acknowl-
edged for the important role they play with-
in families, and for the many and varied con-
tributions they make to enhance and further
the value of the family and family tradi-
tions;

Whereas public awareness of and apprecia-
tion for the contributions of grandparents
should be strengthened;

Whereas grandparents should be encour-
aged to continue as a vital force in the shap-
ing of American families today and into the
fature;

Whereas the Nation acknowledges the con-
tributions of grandparents by celebrating
National Grandparents Day each September;
and

Whereas there should be a year-long na-
tional celebration of grandparents and
grandparenting: Now, therefore, be it

Resolved by the Senate and House of Rep-
resentatives of the United States of America in
Congress assembled, That 1995 is designated
the “Year of the Grandparent', and the
President is authorized and requested to
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issue a proclamation calling on the people of
the United States to observe that year with
appropriate programs, ceremonies, and ac-
tivities.

SUBMISSION OF CONCURRENT AND
SENATE RESOLUTIONS

The following concurrent resolutions
and Senate resolutions were read, and
referred (or acted upon), as indicated:

By Mr. MITCHELL (for himself and Mr.
DOLE):

S. Res. 248. A resolution to direct the Sen-
ate Legal Counsel to appear as amicus curiae
in the name of the Senate in United States
versus Durenberger; considered and agreed
to.

ADDITIONAL COSPONSORS

SENATE JOINT RESOLUTION 215
At the request of Mr. DOLE, the
names of the Senator from Colorado
[Mr. BROWN], the Senator from New
York [Mr. D'AMATO], the Senator from
Arizona [Mr. DECONCINI], the Senator
from New Mexico [Mr. DOMENICI], the
Senator from California [Mrs. FEIN-
STEIN], the Senator from Alabama [Mr.
HEFLIN], the Senator from Maryland
[Ms. MIKULSKI], the Senator from Alas-
ka [Mr. MURKOWSKI], and the Senator
from Pennsylvania [Mr. SPECTER] were
added as cosponsors of Senate Joint
Resolution 215, a joint resolution des-
ignating September 5, 1994, Labor Day,
as "“Try American Day."”
SENATE RESOLUTION 243
At the request of Mr. LOTT, the name
of the Senator from Alabama [Mr. HEF-
LIN] was added as a cosponsor of Senate
Resolution 243, a resolution recogniz-
ing the Realtors Land Institute on the
occasion of its 50th anniversary.

SENATE RESOLUTION 248—TO DI-
RECT THE SENATE LEGAL COUN-
SEL TO APPEAR AS AMICUS CU-
RIAE IN THE NAME OF THE SEN-
ATE IN UNITED STATES VERSUS
DURENBERGER

Mr. MITCHELL (for himself and Mr.
DoLE) submitted the following resolu-
tion; which was considered and agreed
to:

S. REs. 248

Whereas, in the case of United States v.
Durenberger, No. 94-3105, pending on appeal in
the United States Court of Appeals for the
District of Columbia Circuit, the powers and
responsibilities of Congress and the relation-
ship among the branches of government have
been placed in issue;

Whereas, pursuant to sections 703(c), T06(a),
and T13(a) of the Ethics in Government Act
of 1978, 2 U.S.C. 288b(c), 288e(a), and 288l(a)
(1988), the Senate may direct its Counsel to
appear as amicus curiae in the name of the
Senate in any legal action which places in
issue the powers and responsibilities of Con-
gress under the Constitution: Now, therefore,
be it

Resolved, That the Senate Legal Counsel is
directed to appear as amicus curiae in the
name of the Senate in United States v. Duren-
berger, for the limited purpose of requesting
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the Court to give plenary consideration to
the contentions of the United States and
Senator Durenberger in regard to the separa-
tion of powers questions presented by the ap-
peal.

AMENDMENTS SUBMITTED

DIETARY SUPPLEMENT HEALTH
AND EDUCATION ACT OF 1994

HATCH (AND HARKIN)
AMENDMENT NO. 2562

Mr. HATCH (for himself and Mr. HAR-
KIN) proposed an amendment to the bill
(S. T84) to amend the Federal Food,
Drug, and Cosmetic Act to establish
standards with respect to dietary sup-
plements, and for other purposes as fol-
lows:

Strike out all after the enacting clause and
insert the following:
SECTION 1. SHORT TITLE.

This Act may be cited as the “Dietary Sup-
plement Health and Education Act of 1994",
SEC. 2. FINDINGS AND PURPOSE.

(a) FINDINGS.—Congress finds that—

(1) improving the health status of United
States citizens ranks at the top of the na-
tional priorities of the Federal Government;

(2) the importance of nutrition and the
benefits of dietary supplements to health
promotion and disease prevention have been
documented increasingly in scientific stud-
ies;

(3)(A) there is a definitive link between the
ingestion of certain nutrients or dietary sup-
plements and the prevention of chronic dis-
eases such as cancer, heart disease, and
osteoporosis; and

(B) clinical research has shown that sev-
eral chronic diseases can be prevented sim-
ply with a healthful diet, such as a diet that
is low in fat, saturated fat, cholesterol, and
sodium, with a high proportion of plant-
based foods;

(4) healthful diets may mitigate the need
for expensive medical procedures, such as
coronary bypass surgery or angioplasty;

(5) preventive health measures, including
education, good nutrition, and appropriate
use of safe nutritional supplements will
limit the incidence of chronic diseases, and
reduce long-term health care expenditures;

(6)(A) promotion of good health and
healthy lifestyles improves and extends lives
while reducing health care expenditures; and

(B) reduction in health care expenditures is
of paramount importance to the future of
the country and the economic well-being of
the country;

(7) there is a growing need for emphasis on
the dissemination of information linking nu-
trition and long-term good health;

(8) consumers should be empowered to
make choices about preventive health care
programs based on data from scientific stud-
ies of health benefits related to particular
dietary supplements;

(9)(A) national surveys have revealed that
almost 50 percent of the 260,000,000 Ameri-
cans regularly consume dietary supplements
of vitamins, minerals, or herbs as a means of
improving their nutrition; and

(B) nearly all consumers indicate that die-
tary supplements should not be regulated as
drugs;

(10) studies indicate that consumers are
placing increased reliance on the use of non-
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traditional health care providers to avoid
the excessive costs of traditional medical
services and to obtain more holistic consid-
eration of their needs;

(11) the United States will spend over
$1,000,000,000,000 on health care in 1994, which
is about 12 percent of the Gross National
Product of the United States, and this
amount and percentage will continue to in-
crease unless significant efforts are under-
taken to reverse the increase,

(12X A) the nutritional supplement industry
is an integral part of the economy of the
United States;

(B) the industry consistently projects a
positive trade balance; and

(C) the estimated 600 dietary supplement
manufacturers in the United States produce
approximately 4,000 products, with total an-
nual sales of such products alone reaching at
least $4,000,000,000;

(13) although the Federal Government
should take swift action against products
that are unsafe or adulterated, the Federal
Government should not take any actions to
impose regulatory barriers limiting or slow-
ing the flow of safe products and needed in-
formation to consumers;

(14) dietary supplements are safe within a
broad range of intake, and safety problems
with the supplements are relatively rare; and

(15)(A) legislative action that protects the
right of access of consumers to safe dietary
supplements is necessary in order to promote
wellness; and

(B) a rational Federal framework must be
established to supersede the current ad hoc,
patchwork regulatory policy on dietary sup-
plements,

(b) PURPOSE.—It is the purpose of this Act
to—

(1) improve the health status of the people
of the United States and help constrain run-
away health care spending by ensuring that
the Federal Government erects no regu-
latory barriers that impede the ability of
consumers to improve their nutrition
through the free choice of safe dietary sup-
plements;

(2) clarify that—

(A) dietary supplements are not drugs or
food additives;

(B) dietary supplements should not be reg-
ulated as drugs;

(C) regulations relating to food additives
are not applicable to dietary supplements
and their ingredients used for food additive
purposes, including stabilizers, processing
agents, or preservatives; and

(D) the burden of proof is on the Food and
Drug Administration to prove that a product
is unsafe before it can be removed from the
marketplace;

(3) establish a new definition of a dietary
supplement that differentiates dietary sup-
plements from conventional foods, while rec-
ognizing the broad range of food ingredients
used to supplement the diet;

(4) strengthen the current enforcement au-
thority of the Food and Drug Administration
by providing to the Administration addi-
tional mechanisms to take enforcement ac-
tion against unsafe or fraudulent products;

(6) establish a series of labeling require-
ments that will provide consumers with
greater information and assurance about the
quality and content of dietary supplements,
while at the same time assuring the consum-
ers the freedom to use the supplements of
their choice;

(6) provide new administrative and judicial
review procedures to affected parties if the
Food and Drug Administration takes certain
actions to enforce dietary supplement re-
quirements; and
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(T) establish a Commmission on Dietary Sup-
plement Labels within the executive branch
to develop recommendations on a procedure
to evaluate health claims for dietary supple-
ments and provide recommendations to the
President and the Congress.

SEC. 3. DEFINITIONS.

(a) DEFINITION OF CERTAIN FoODS AS DIE-
TARY SUPPLEMENTS.—Section 201 of the Fed-
eral Food, Drug, and Cosmetic Act (21 U.S.C.
321) is amended by adding at the end the fol-
lowing:

u(m Thﬂ
means—

“(1) a product intended to supplement the
diet by increasing the total dietary intake
that bears or contains one or more of the fol-
lowing dietary ingredients:

‘(A) a vitamin;

“(B) a mineral;

*(C) an herb or other botanical;

(D) an amino acid;

*(E) another dietary substance for use by
man to supplement the diet by increasing
the total dietary intake; or

“(F) a concentrate, metabolite, constitu-
ent, extract, or combination of any ingredi-
ent described in clause (A), (B), (C), (D), (E)
or (F);

**(2) a product that—

“(A)(1) is intended for ingestion in a form
described in section 411(c)(1)(B)(1); or

*(i1) complies with section 411(c)(1)(B)(ii);
and

*'(B) is not represented for use as a conven-
tional food or as a sole item of a meal or the
diet; and

*(C) is labeled as a dietary supplement.”.

(b) EXcLUSION FROM DEFINITION OF DRUG.—
Section 201(g) of the Federal Food, Drug, and
Cosmetic Act (21 U.S.C. 321(g)) is amended by
adding at the end the following new subpara-

term ‘dietary supplement’

graph:

*(3) The term ‘drug’ does not include a die-
tary supplement as defined in paragraph (fD),
except that—

‘*(A) an article that is approved as a new
drug, certified as an antibiotic (under sec-
tion 355 or 357), or licensed as a biologic
(under section 351 of the Public Health Serv-
ice Act (42 U.S.C. 262 et seq.)) and was, prior
to such approval, certification or license,
marketed as a dietary supplement or as a
food, may continue to be offered for sale as
a dietary supplement unless the Secretary
has issued a regulation, after notice and
comment, finding that the article when used
as or in a dietary supplement under the con-
ditions of use and dosages set forth in the la-
beling for such dietary supplement, is unlaw-
ful under section 402(f); and

‘“(B) an article that is approved as a new
drug, certified as an antibiotic (under sec-
tion 355 or 357), or licensed as a biologic
(under section 351 of the Public Health Serv-
ice Act (42 U.S.C. 262 et seq.)) and was not
prior thereto marketed as a dietary supple-
ment or as a food, may not be considered as
a dietary ingredient or dietary supplement
unless the Secretary has issued a regulation,
after notice and comment, finding that the
article would be lawful under section 402(f)
under the conditions of use and dosages set
forth in the recommended labeling for such
article,".

(¢) EXCLUSION FROM DEFINITION OF FoOD
ADDITIVE.—Section 201(s) of the Federal
Food, Drug, and Cosmetic Act (21 U.S.C.
321(s)) is amended—

(1) by striking *‘or" at the end of subpara-
graph (4);

(2) by striking the period at the end of sub-
paragraph (5) and inserting **; or'; and

(3) by adding at the end the following new
subparagraph:
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*{6) an ingredient described in paragraph
(ff) in, or intended for use in, a dietary sup-
plement.”.

(d) FORM OF INGESTION.—Section
411(c)(1XB) of the Federal Food, Drug, and
Cosmetic Act (21 U.S.C. 350(c)1XB)) is
amended—

(1) in clause (i), by inserting ‘‘powder,
softgel, gelcap,” after “‘capsule,”; and

(2) in clause (ii), by striking ‘‘does not sim-
ulate and™.

SEC. 4. SAFETY OF DIETARY SUPPLEMENTS AND
BURDEN OF PROOF ON FDA.

Section 402 of the Federal Food, Drug, and
Cosmetic Act (21 U.S.C. 342) is amended by
adding at the end the following:

‘() If it is a dietary supplement that—

**(1) the Secretary finds, after rulemaking,
presents a substantial and unreasonable risk
of illness or injury under conditions of use
recommended or suggested in labeling;

“(2) the Secretary declares to pose an im-
minent and substantial hazard to public
health or safety, except that the authority
to make such declaration shall not be dele-
gated and the Secretary shall promptly
thereafter convene rulemaking pursuant to
section 701(e), (), and (g) to affirm or with-
draw the declaration; or

*(3) is or contains a dietary ingredient
that renders it adulterated under paragraph
(a)1) under the conditions of use rec-
ommended or suggested in the labeling of
such dietary supplement,

In any proceeding under this section, the
United States bears the burden of proof on
each element to show that a dietary supple-
ment is adulterated.”.

SEC. 5. DIETARY SUPPLEMENT CLAIMS.

(a) SUPPLEMENT CLAIMS.—Chapter IV of the
Federal Food, Drug, and Cosmetic Act (21
U.8.C. 341 et seq.) is amended by inserting
after section 403A the following new section:
“DIETARY SUPPLEMENT LABELING EXEMPTIONS

““‘SEC. 403B. An article, another publica-
tion, a chapter in books, or the official ab-
stract of a peer-reviewed scientific publica-
tion that appears in the article and was pre-
pared by the author or the editors of the pub-
lication, reprinted in its entirety. shall not
be defined as labeling when used in connec-
tion with the sale of dietary supplements to
consumers when it—

‘(1) is not false or misleading;

*/(2) does not promote a particular brand of
a dietary supplement;

“(8) is displayed or presented, or is dis-
played or presented with other such items on
the same subject matter, so as to present a
balanced view of the available scientific in-
formation on a dietary supplement; and

**(4) if displayed in an establishment, is
physically separate from the dietary supple-
ments.

This section shall not apply to or restrict a
retailer or wholesaler of dietary supplements
in any way whatsoever in the sale of books
or other publications as a part of the busi-
ness of such retailer or wholesaler. In any
proceeding under this section, the burden of
proof shall be on the United States to estab-
lish that an article or other such matter is
false or misleading.”.

SEC. 8. STATEMENTS OF NUTRITIONAL SUPPORT.

Section 403(r)(1) of the Federal Food, Drug,
and Cosmetic Act (21 U.S.C. 343(r)(1)) is
amended by adding the following new sen-
tence at the end: ““For purposes of this sub-
paragraph, a statement for a dietary supple-
ment shall not be considered a claim of the
relationship of a nutrient or dietary ingredi-
ent to a disease or health-related condition if
the statement does not claim to diagnose,
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prevent, mitigate, treat, or cure a specific
disease or class of diseases. A statement for
a dietary supplement may be made if the
statement claims a benefit related to a clas-
sical nutrient deficiency disease and dis-
closes the prevalence of such disease in the
United States, describes the role of a nutri-
ent or dietary ingredient intended to affect
the structure or function in humans, charac-
terizes the documented mechanism by which
a nutrient or dietary ingredient acts to
maintain such structure or function, or de-
scribes general well-being from consumption
of a nutrient or dietary ingredient.".

SEC. 7. CONFORMING AMENDMENTS.

(a) SECTION 201.—The next to the last sen-
tence of section 201(g)(1) of the Federal Food,
Drug, and Cosmetic Act (21 U.8.C. 321(g)x1)
(as amended by section 3(b)) is amended to
read as follows: “A food or dietary supple-
ment for which a claim, subject to section
403(r)(1)(B) and 403(r)(3) or section 403(r)(1)(B)
and 403(r)(5XD), is made in accordance with
the requirements of section 403(r) is not a
drug solely because the label or the labeling
contains such a claim. A food, dietary ingre-
dient, or dietary supplement for which a
truthful and nonmisleading statement is
made in accordance with section 403(r)(1) is
not a drug solely because the label or the la-
beling contains such a statement.”'.

(b) SECTION 403.—Section 403 (21 U.S.C. 343)
is amended by adding at the end the follow-
ing:

*“A dietary supplement shall not be deemed
misbranded solely because its label or label-
ing contains directions or conditions of use
or warnings.".

SEC. B. ADMINISTRATIVE AND JUDICIAL REVIEW.

The Federal Food, Drug, and Cosmetic Act
is amended by adding at the end of chapter
I1I (21 U.S.C. 331 et seq.) the following new
section:

“SEC. 311. WARNING LETTERS.

“Any warning letter or similar written
threat of enforcement under the Federal
Food, Drug, and Cosmetic Act constitutes
final agency action for the purpose of obtain-
ing judicial review under chapter 7 of title 5,
United States Code, if the matter with re-
spect to such letter or threat is not resolved
within 60 days from the date such letter or
threat is delivered to any person subject to
this Act. In any proceeding for judicial re-
view of a warning letter or similar written
threat of enforcement under the Act, the
United States bears the burden of proof on
each element of each alleged violation of law
described.”.

SEC. 9. WITHDRAWAL OF THE REGULATIONS AND
NOTICE.

(a) IN GENERAL.—The advance notice of
proposed rulemaking concerning dietary sup-
plements published in the Federal Register
of June 18, 1993 (58 FR 33690-33700), the no-
tices of proposed rulemaking concerning nu-
trition labeling for dietary supplements and
nutrient content claims for dietary supple-
ments published in the Federal Register of
June 18, 1993 (58 FR 33715-33731 and 58 FR
33731-33751), and the final rules and notices
published in the Federal Register of January
4, 1994 concerning nutrition labeling for die-
tary supplements and nutrient content
claims for dietary supplements (59 FR 354-378
and 378-395) are null and void and of no force
or effect insofar as they apply to dietary sup-
plements. Final regulations and notices pub-
lished in the Federal Register of January 4,
1994 concerning health claims for dietary
supplements under the Nutrition Labeling
and Education Act of 1990 (59 FR 395-426)
shall not be affected by this section and shall
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remain in effect until 120 days after the date
of the submission of the final report of the
Commission established under section 11 to
the President and to Congress, or 28 months
after the date of enactment of this Act,
whichever is earlier.

(b) NOTICE OF REVOCATION,—The Secretary
of Health and Human Services shall publish
notices in the Federal Register to revoke all
of the items declared to be null and void and
of no force or effect under subsection (a).

(c) ISSUANCE OF REGULATIONS.—Notwith-
standing any provision of the Nutrition La-
beling and Education Act of 1990—

(1) no regulation is required to be issued
pursuant to such Act with respect to dietary
supplements of vitamins, minerals, herbs,
amino acids, or other similar nutritional
substances; and

(2) no regulation that is issued in whole or
in part pursuant to such Act shall have any
force or effect with respect to any dietary
supplement of vitamins, minerals, herbs,
amino acids, or other similar nutritional
substances unless such regulation is issued
pursuant to rulemaking proceedings that are
initiated by an advance notice of proposed
rulemaking that is published no earlier than
2 years after the date of enactment of this
Act, and followed by, at least, a notice of
proposed rulemaking prior to issuance of the
final regulation, except insofar as the regu-
lation authorizes the use of labeling about
calcium, folic acid, or other matters and
does not prohibit the use of any labeling.
SEC. 10. DIETARY SUPPLEMENT INGREDIENT LA-

BELING AND NUTRITION INFORMA-
TION LABELING.

(a) MISBRANDED SUPPLEMENTS.—Section 403
of the Federal Food, Drug, and Cosmetic Act
(21 U.S.C. 343) is amended by adding at the
end the following new paragraph:

“(s) If—

*(1) it is a dietary supplement; and

“(2)(A) the label or labeling of the supple-
ment fails to list—

*(1) the name of each ingredient of the sup-
plement that is described in section 201(ff);
and

“(iiXI) the quantity of each such ingredi-
ent; or

“(II) with respect to a proprietary blend of
such ingredients, the total quantity of all in-
gredients in the blend;

“(B) the label or labeling of the dietary
supplement fails to identify the product by
using the term ‘dietary supplement’, which
term may be modified with the name of such
an ingredient;

*(C) the supplement contains an ingredient
described in section 201(ff) (1)(C), and the
label or labeling of the supplement fails to
identify any part of the plant from which the
ingredient is derived;

“(D) the supplement—

“(1) is covered by the specifications of an
official compendium;

“(ii) is represented as conforming to the
specifications of an official compendium; and

**(1i1) fails to so conform; or

“(E) the supplement—

‘(1) is not covered by the specifications of
an official compendium; and

“(ii}I) fails to have the identity and
strength that the supplement is represented
to have; or

‘(II) fails to meet the quality (including
tablet or capsule disintegration), purity, or
compositional specifications, based on wvali-
dated assay or other appropriate methods,
that the supplement is represented to
meet.”".

(b) SUPPLEMENT LISTING ON NUTRITION LA-
BELING.—Section 403(q)(1) of the Federal
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Food, Drug, and Cosmetic Act (21 U.S.C.
343(q)(1)) is amended by adding at the end the
following: “‘A dietary supplement may bear
on the nutrition label or in labeling a listing
and quantity of ingredients that have not
been deemed essential nutrients by the Sec-
retary if such ingredients are prominently
identified as not having been shown to be es-
sential or not having an established daily
value.".

(¢) DIETARY SUPPLEMENT LABELING EXEMP-
TIONS.—Section 403(q)(5) of the Federal Food,
Drug, and Cosmetic Act (21 U.S.C. 343(qX(5))
is amended by adding at the end the follow-
ing new clause:

‘(H) The labels of dietary supplements
shall not be required to bear the nutrition
information under subparagraph (1), but
shall be required to list immediately above
the ingredient listing the amount of nutri-
ents required by the Secretary to be listed
pursuant to clause (C), (D) or (E) of subpara-
graph (1) or clause (A) of subparagraph (2)
that are present in significant amounts in
the supplement.".

(d) VITAMINS AND MINERALS.—Section
411(b)(2) of the Federal Food, Drug, and Cos-
metic Act (21 U.S.C. 350(b)(2)) is amended—

(1) by striking “‘vitamins and minerals"
and inserting ‘“‘dietary supplement ingredi-
ents described in section 201(ff)";

(2) by striking *“(2)(A)"” and inserting *'(2)";
and

(3) by striking subparagraph (B).

SEC. 11. COMMISSION ON DIETARY SUPPLEMENT
LABELS.

(a) ESTABLISHMENT.—There shall be estab-
lished as an independent agency within the
executive branch a commission to be known
as the Commission on Dietary Supplement
Labels (hereafter in this section referred to
as the “Commission'’).

(b) MEMBERSHIP.—

(1) CoMPOSITION.—The Commission shall be
composed of 7T members who shall be ap-
pointed by the President.

(2) EXPERTISE REQUIREMENT.—The members
of the Commission shall consist of individ-
uals with expertise and experience in dietary
supplements and in the manufacture, regula-
tion, distribution, and use of such supple-
ments. At least three of the members of the
Commission shall be qualified by scientific
training and experience to evaluate the ben-
efits to health of the use of dietary supple-
ments and one of such three members shall
have experience in pharmacognosy, medical
botany, traditional herbal medicine, or other
related sciences. No member of the Commis-
sion shall be biased against dietary supple-
ments.

(c) FUNCTIONS OF THE COMMISSION.—The
Commission shall conduct a study on, and
provide recommendations for, the regulation
of label claims for dietary supplements, in-
cluding procedures for the evaluation of such
claims. In making such recommendations,
the Commission shall evaluate how best to
provide truthful and nonmisleading informa-
tion to consumers so that such consumers
may make informed health care choices for
themselves and their families.

(d) REPORTS AND RECOMMENDATIONS.—

(1) FINAL REPORT REQUIRED.—Not later
than 24 months after the date of enactment
of this Act, the Commission shall prepare
and submit to the President and to the Con-
gress a final report on the study required by
this section.

(2) RECOMMENDATIONS.—The report de-
scribed in paragraph (1) shall contain such
recommendations, including recommenda-
tions for legislation, as the Commission
deems appropriate.
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(e) ADMINISTRATIVE POWERS OF THE CoM-
MISSION.—

(1) HEARINGS.—The Commission may hold
hearings, sit and act at such times and
places, take such testimony, and receive
such evidence as the Commission considers
advisable to carry out the purposes of this
section.

(2) INFORMATION FROM FEDERAL AGENCIES,—
The Commission may secure directly from
any Federal department or agency such in-
formation as the Commission considers nec-
essary to carry out the provisions of this sec-
tion.

(3) AUTHORIZATION OF APPROPRIATIONS.—
There are authorized to be appropriated such
sums as may be necessary to carry out the
provisions of this section.

SEC. 12. GOOD MANUFACTURING PRACTICES.

Section 402 of the Federal Food, Drug, and
Cosmetic Act (21 U.S.C. 342) (as amended by
section 4) is further amended by adding at
the end the following:

““(g)(1) If it is a dietary supplement and it
has been prepared, packed, or held under
conditions that do not meet current good
manufacturing practice regulations issued
by the Secretary under subparagraph (2).

“(2) The Secretary may by regulation pre-
scribe good manufacturing practices for die-
tary supplements. Such regulations shall be
modeled after current good manufacturing
practice regulations for food and may not
impose standards for which there is no cur-
rent and generally available analytical
methodology. No standard of current good
manufacturing practice may be imposed un-
less such standard is included in a regulation
promulgated after notice and opportunity for
comment in accordance with the Adminis-
trative Procedure Act.”.

SEC. 13. OFFICE OF DIETARY SUPPLEMENTS.

(a) IN GENERAL.—Title IV of the Public
Health Service Act is amended by inserting
after section 486 (42 U.S.C. 287c-3) the follow-
ing:

“Subpart 4—0ffice of Dietary Supplements
“SEC. 486E. DIETARY SUPPLEMENTS.

‘(a) ESTABLISHMENT.—The Secretary shall
establish an Office of Dietary Supplements
within the National Institutes of Health.

**(b) PURPOSE.—The purposes of the Office
are—

“(1) to explore more fully the potential
role of dietary supplements as a significant
part of the efforts of the United States to
improve health care; and

**(2) to promote scientific study of the ben-
efits of dietary supplements in maintaining
health and preventing chronic disease and
other health-related conditions.

‘'(¢) DuTIES.—The Director of the Office of
Dietary Supplements shall—

‘(1) conduct and coordinate scientific re-
search within the National Institutes of
Health relating to dietary supplements and
the extent to which the use of dietary sup-
plements can limit or reduce the risk of dis-
eases such as heart disease, cancer, birth de-
fects, osteoporosis, cataracts, or prostatism;

*{2) collect and compile the results of sci-
entific research relating to dietary supple-
ments, including scientific data from foreign
sources or the Office of Alternative Medical
Practice;

*(3) serve as the principal advisor to the
Secretary and to the Assistant Secretary for
Health, and to provide advice to the Director
of the National Institutes of Health, the Di-
rector of the Centers for Disease Control and
Prevention, and the Commissioner of Food
and Drugs, on issues relating to dietary sup-
plements including—
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“(A) dietary intake regulations;

*(B) the safety of dietary supplements;

*(C) elaims characterizing the relationship
between—

(i) dietary supplements; and

*(ii)(I) prevention of disease or other
health-related conditions; and

*(II) maintenance of health; and

‘(D) scientific issues arising in connection
with the labeling and composition of dietary
supplements;

‘'(4) compile a database of scientific re-
search on dietary supplements and individ-
ual nutrients; and

**(6) coordinate funding relating to dietary
supplements for the National Institutes of
Health.

“(d) DEFINITION.—As used in this section,
the term ‘dietary supplement’ has the mean-
ing given the term in section 201(ff) of the
Federal Food, Drug, and Cosmetic Act (21
U.S.C. 321(fDN).

‘(e) AUTHORIZATION OF APPROPRIATIONS.—
There are authorized to be appropriated to
carry out this section $5,000,000 for fiscal
year 1994 and such sums as may be necessary
for each subsequent fiscal year.”.

(b) CONFORMING AMENDMENT.—Section
401(b)(2) of the Public Health Service Act (42
U.S.C. 281(bX2)) is amended by adding at the
end the following:

‘“(E) The Office of Dietary Supplements.”.

TO AMEND THE FEDERAL FOOD,
DRUG, AND COSMETIC ACT

Mr. DASCHLE. Mr. President, I ask
unanimous consent that the Labor
Committee be discharged from further
consideration of 8. 784, a bill to estab-
lish standards with respect to dietary
supplements, and that the Senate pro-
ceed to its immediate consideration.

The PRESIDING OFFICER. Without
objection, it is so ordered.

The clerk will report.

The bill clerk read as follows:

A bill (5. 784) to amend the Federal Food,
Drug, and Cosmetic Act to establish stand-
ards with respect to dietary supplements,
and for other purposes.

The PRESIDING OFFICER. Is there
objection to the immediate consider-
ation of the bill?

There being no objection, the Senate
proceeded to consider the bill.

AMENDMENT NO. 2562

Mr. HATCH. Mr. President, I send to
the desk a substitute amendment on
behalf of myself and Senator HARKIN,
and I ask for its immediate consider-
ation.

The PRESIDING OFFICER. The
clerk will report.

The bill clerk read as follows:

The Senator from Utah [Mr. HATcH], for
himself and Mr. HARKIN, proposes an amend-
ment numbered 2562.

Mr. HATCH. Mr. President, I ask
unanimous consent that reading of the
amendment be dispensed with.

The PRESIDING OFFICER. Without
objection, it is so ordered.

(The text of the amendment is print-
ed in today's RECORD under ‘‘Amend-
ments Submitted.”)

Mr. KENNEDY. Mr. President, I am
concerned about several provisions of
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S. 784 in its present form. I am hopeful,
however, that this action by the Sen-
ate will bring us closer to enacting the
kind of worthwhile compromise that is
needed to protect the public health
while dealing with the legitimate con-
cerns of the large numbers of citizens
who use dietary supplements and who
deserve to have them available.

Recent Federal legislation, especially
the Nutrition Labeling and Education
Act, has created a great deal of concern
and uncertainty about the status of
these products. I believe all of us agree
on the need to provide consumers with
freedom of choice and access to these
products. I believe we also agree on the
need for responsible precautions to pro-
tect the public against dangerous prod-
ucts and false health claims.

There continue to be differences
among us as to how to achieve these
goals most effectively. For example,
the Hatch legislation offers a defini-
tion of dietary supplements that many
feel is too broad. It will allow certain
products which are treated as prescrip-
tion drugs in other countries, or as un-
approved drugs in this country, to be
treated as dietary supplements and
therefore subjected to inadequate safe-
guards.

I addition, for safety purposes, I be-
lieve the legislation should contain a
protective safety standard to assure
the ability of the Food and Drug Ad-
ministration to act quickly to remove
products that are dangerous.

Similar concerns exist with respect
to other issues, such as the accuracy of
health claims made on behalf of die-
tary supplements, and the use of pro-
motional literature in connection with
the distribution of these products.

To deal with these concerns about
the legislation in its present form,
Members of both the Senate and the
House of Representatives have been en-
gaged in numerous bipartisan meetings
over the past several months. We have
made significant progress in refining
the issues and working out a consensus
solution that all of us can support.

I continue to hope that a reasonable
compromise can be reached that will
protect the public health against dan-
gerous or fraudulent products, without
interfering with the large number of le-
gitimate dietary supplements that are
now available or that will become
available in the future as a result of
the remarkable scientific progress that
is taking place and the greater and
greater knowledge we are acquiring
about diets and health.

The issues that divide us are not in-
surmountable. We all have a respon-
sibility to ensure a fair resolution of
these concerns. I hope we can continue
to work with our Senate and House col-
leagues to expedite final action on this
measure.

DIETARY SUPPLEMENT HEALTH AND EDUCATION
ACT

Mr. HATCH, Mr. President, this is a

momentous day in the U.S. Senate.
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Today, we honor the wishes of 100
million people, consumers of dietary
supplements, people who simply want
the ability to lead healthy lifestyles
without the constant intervention of
one tiny agency which is possessed by
a regulatory zeal equaling none.

It is entirely appropriate that we
consider the Dietary Supplement
Health and Education Act today, as the
Senate completes another day of de-
bate on the health care reform legisla-
tion. For there is no bill which can lead
to improved health more than S. 784.

The substitute that I offer today em-
bodies the text of the Dietary Supple-
ment Health and Education Act as ap-
proved by the Labor and Human Re-
sources Committee on May 11, with
several important changes negotiated
by Senator HARKIN and myself in re-
sponse to concerns raised by several
Senators immediately prior to the
markup.

Our overwhelming consideration in
considering this legislation today is
that the legislative session is rapidly
drawing to a close. The specter of our
all-consuming debate on health care
reform hangs over us. That debate will
surely continue for days, if not weeks.

In the interim, we have a legislative
proposal which is cosponsored by 66
Senators, two-thirds of this body, and
supported by many, many more.

In the House, the counterpart legisla-
tion authored by our esteemed col-
league, Representative BILL RICHARD-
SON, has over 250 cosponsors. Unfortu-
nately, that bill has not been marked
up yet, either in subcommittee or full
committee.

Mr. President, Senate staff has been
meeting on almost a daily basis with
the staff of Chairmen DINGELL and
WAXMAN; we have made some progress,
but we have not been able to bring the
negotiations to a conclusion after sev-
eral weeks of discussion.

I am very appreciative of the great
amount of time the House staff has de-
voted to this effort, especially at such
a busy time in our legislative agenda.
There is no question they have a strong
desire to work this out.

Chairman DINGELL’S most able coun-
sel, Kay Holcombe, one of the best
staffers on Capitol Hill in my esti-
mation, and Chairman WAXMAN's coun-
sel, Bill Schultz, a superb food and
drug lawyer, have gone out of their
way to make the time for these nego-
tiating sessions. For that, I—and I be-
lieve I am speaking for Senator HARKIN
as well—owe a great debt of gratitude.

Nevertheless, we have to realize that
the situation is very different in the
Senate with a bill which has been re-
ported by the Labor and Human Re-
sources Committee on a 13 to 4 vote. I
have the greatest respect for our House
colleagues, but I recognize that they do
have differing views about the regula-
tion of products which fall under the
purview of the Food and Drug Adminis-

22413

tration. The issues surrounding the
regulation of dietary supplements are
tremendously complicated, and there
are many details we have to work out.

1 want to make very, very clear, that
we recognize there will be no final bill
without the participation and agree-
ment of our House colleagues. We are
not intending to act unilaterally here,
but rather to show the Senate's eager-
ness to move this issue to a conclusion.

After this amendment passes, as I
know it will, I intend that our staffs
continue negotiations with the House,
in an effort to wrap this up. I will be
available any time, day or night, to
meet with our House colleagues, as I
am sure is the case with Senator HAR-
KIN.,
This dialog with the House is one I
wish to continue; I want to make that
abundantly clear.

As 1 mentioned, the language we
offer today differs from the Dietary
‘Supplement Health and Education Act
in several crucial ways which I will
outline.

As you know, S. 784 makes clear that
dietary supplements are not food addi-
tives or drugs, and that the burden of
proof shall be on the FDA to prove that
a product is unsafe. That basic premise
does not change.

Drafters of the legislation, though,
were criticized for a definition of die-
tary supplement which some felt was
overly broad. We have tried to tighten
that up.

Some then believed that the lan-
guage would allow drugs such as taxol
to be marketed in the United States as
dietary supplements. Senator HARKIN
and I worked for some time after the
markup to resolve that issue, and the
language we present today addresses
that concern.

Other concerns were raised about the
safety standard in the bill; that is, the
standard which FDA uses to gauge
whether a product is unsafe and thus
should be removed from the market.

I continue to believe that the safety
standard in the law is adequate. How-
ever, in deference to concerns that
FDA may not have the authority to re-
move potentially dangerous products
from the market, we have inserted a
provision giving the Secretary emer-
gency authority to act against dietary
supplements which pose an imminent
and substantial public health hazard.

We took this language from a similar
provision in the drug law.

Some have argued that this new pro-
vision would be ineffective, because the
drug language has been in the statute
since 1938 and has seldom been utilized.

I look at it the other way. The reason
this emergency authority has been sel-
dom used is that the threat of this tool
is so effective; it is such a powerful en-
forcer that it doesn’t need to be uti-
lized to be effective.

Another issue about which much con-
cern was expressed is health claims.
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Under S. 784, as introduced, dietary
supplement health labeling claims
would be allowed as long as they are
truthful and not misleading and are
based on the totality of scientific evi-
dence. Because of FDA’s bias against
dietary supplements and dietary sup-
plement claims, I was not, and am not,
comfortable in allowing the FDA the
power to approve claims—simply be-
cause they won't approve claims, as
history has shown.

However, in deference to concern
raised by several of our colleagues,
both on and off the Labor Committee,
Senator HARKIN and I are willing to
consider a fair claims process, on two
conditions: First, that consumers will
be guaranteed access to information
about dietary supplements through
truthful and nonmisleading third-party
literature such as journals or news-
paper articles; and second, dietary sup-
plement manufacturers will be able to
make so-called structure/function or
nutrition support statements, state-
ments about how a nutrient affects the
structure or function of the body.

An example of a structure/function
claim is, ‘“‘Calcium builds strong
bones.”” Manufacturers have the right
to make such statements under current
law, and our bill clarifies that they
continue to have this right.

With respect to third-party lit-
erature, the Harkin-Hatch compromise
states that truthful and nonmisleading
information can be provided to con-
sumers in connection with the market-
ing of dietary supplements, provided
that information does not promote any
specific product or brand, provided the
information is balanced, and provided
it is maintained in a location which is
physically separate from the products.

It should be emphasized that these
new provisions allowing the use of cer-
tain independent third-party literature
in connection with the sale of dietary
supplement products in no way detract
from the right of a retail health food
store or any other business or person to
sell independently both dietary supple-
ments and books or other literature
about nutrients.

The United States Court of Appeals
for the Second Circuit ruled in United
States v. Sterling Vinegar and Honey
* % * gnd an Undetermined Number of
Copies of * * * Books, 333 F.2d 157—2nd
Cir. 1964—that a health food store
could, properly, sell both a honey-vin-
egar product and, separately, books
about the purported health- and dis-
ease-related benefits of a honey-vin-
egar combination, without having the
books be deemed to be labeling when
there was no ‘‘integrated use’” of the
books and the honey-vinegar product
by the store. That case remains good
law, and nothing in this legislation
would change it.

Instead, what the legislation would
do would be to permit the use of cer-
tain types of third party literature in
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direct connection with the sale of die-
tary supplement products. The lit-
erature would need to meet certain cri-
teria that would generally establish
the independence and reliability of the
material; that is, the bill would re-
quire: First, that any such item would
need to be ‘“‘not false or misleading’’;
second, that it *‘not promote a particu-
lar brand of dietary supplement'’;
third, that it be displayed or presented
80 as to present a ‘‘balanced view" of
the available information; and fourth,
that if displayed in a location in an es-
tablishment, it be displayed ‘‘phys-
ically separate’ from the dietary sup-
plements.

Thus, I want to make clear that our
language in no way interferes with the
current ability of retailers to maintain
a library or literature section in their
stores which contain both reference
materials and materials for sale.

A major way in which this amend-
ment differs from the original Dietary
Supplement Health and Education Act
is in the treatment of health claims.

This amendment makes clear that di-
etary supplements will be subject to
the preapproval process and standard
of Nutritional Labeling and Education
Act for the 2-year period that a new,
independent Commission determines
the most appropriate process.

This is a major compromise, and I
was not totally comfortable in agree-
ing to it. However, I do believe the pro-
vision is necessary if we are to get a
bill signed this year. As long as the au-
thority is time-limited and Congress
has an ability to reexamine it in the
future, I believe it is reasonable to in-
clude it in our compromise.

Two other changes are important to
note.

At the request of our colleague from
Washington, Senator MURRAY, we have
included a provision requiring that all
dietary supplements be labeled with an
expiration date. Senator MURRAY’S sug-
gestion is a good improvement to our
bill.

After S. 784 was introduced, the food
industry expressed some concern that
the language put them at a competi-
tive disadvantage, since dietary supple-
ment claims could be made under a
lower standard than those for foods.

That situation is not the case under
this substitute, since all dietary sup-
plement claims during the 2-year pe-
riod would be subject to the same proc-
ess and standard as that for foods.

I am aware that some Members of
this body sought additional provisions
relating to foods in this bill. I sincerely
regret that we could not bring together
consensus on this matter in the Sen-
ate. Senator HARKIN and I tried very
hard and we will keep working to pur-
sue this in the House.

Finally, at the suggestion of Chair-
man DINGELL, the substitute supports
the establishment of appropriate die-
tary supplement good manufacturing
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practice regulations. Dietary supple-
ments currently are subject to the
good manufacturing practices [GMP]
requirements for foods.

We believe Chairman DINGELL raised
a valid point that dietary supplements
may require different manufacturing
and quality controls and a provision
addressing his concern is included.

The substitute continues other provi-
sions contained in our original bill.
One of those is the authorization for an
Office of Dietary Supplements at the
National Institutes of Health, so that
we can encourage more focus on re-
search into the health benefits of nu-
tritional supplements.

Another is a provision allowing judi-
cial review of FDA warning letters, if
the issue giving rising to the letter is
not resolved within 60 days. The bill
makes clear that the provision only al-
lows manufacturers to go to court to
challenge the findings in the warning
letter; it does not preclude the FDA
from taking any action it finds nec-
essary under law to resolve the situa-
tion.

Mr. President, I want to underscore
here the wide range of support for this
amendment.

Our efforts are supported by groups
ranging from Citizens for Health, with
chapters all throughout the Nation, to
the Alliance for Aging Research, to the
Utah Natural Products Alliance. Our
substitute is supported by the National
Nutritional Foods Association, the Nu-
tritional Health Alliance, and the
Council for Responsible Nutrition.

In particular, I want to cite the dedi-
cated efforts of Citizens for Health,
whose hundreds of members have
worked tirelessly and unselfishly to
make this an informed and successful
debate. There is no question in my
mind that the work of this citizen
army makes today's victory possible.

Others have worked very closely with
us and I want to recognize their special
efforts, including the National Council
for Improved Health, Michael Onstott
and the others at the Alternative
Treatment Committee of the AIDS Co-
alition to Unleash Power [ACT-UP],
San Francisco, Dr. Julian Whitaker, a
noted physician and president of the
American Preventive Medical Associa-
tion.

Let me also mention the valuable in-
formation that has been provided to me
by several other individuals, including:
the late Royden Brown, a leader in the
alternative medicine community;
Claire Farr, president of Claire Indus-
tries; Ken Murdock, chairman of Na-
ture's Way; Richard Bizzaro, president
of Wieder Foods; and Jeff Henricks,
president of Solaray.

Finally, I want to cite the stellar tes-
timony at our hearing by nutritionist
and author Patricia Hausman, and by
Dr. Michael Janson, who is a fellow and
member of the board of directors of the
American College for Advancement in
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Medicine and the chairman of their sci-
entific advisory committee.

These people and organizations have
all done fabulous work in helping to
bring the bill forward to the Senate
floor, and I will be counting on them to
help Representative RICHARDSON, Rep-
resentative GALLEGLY, and me move
the bill through the House as well.

These organizations recognize what
two-thirds of the Senate has recog-
nized: for over 30 years, the FDA has
pursued a single-minded regulatory
agenda which has stifled the ability of
consumers to have access to safe die-
tary supplements and information
about those supplements.

Despite a voluminous scientific
record indicating the potential health
benefits of dietary supplements, the
Food and Drug Administration has pur-
sued a heavy-handed enforcement
agenda against nutritional supple-
ments which has forced the Congress to
intervene on two previous occasions,
and yet again with adoption of this
amendment.

In 1962, the FDA published regula-
tions setting minimum and maximum
levels for supplements. These regula-
tions were withdrawn in the face of
strong citizen protest.

Between 1966 and 1973, the agency is-
sued proposed regulations on the label-
ing and content of dietary food prod-
ucts. FDA tried to classify vitamins as
over-the-counter drugs if the product
exceeded 150 percent of the rec-
ommended daily allowances [RDA]. Vi-
tamins A and D would have been pro-
hibited under most circumstances.
Congress negated this action in 1976
when it approved the Proxmire/Rogers
amendment to the Federal Food, Drug
and Cosmetic Act.

Blocked by the Proxmire amend-
ment, later in the 1970's, FDA tried to
regulate vitamins by claiming they
were toxic, and therefore their poten-
cies could be regulated. The Federal
courts rejected FDA's attempt to end-
run the Proxmire.

In 1980, the FDA issued a proposed
over-the-counter drug monograph for
vitamins and minerals. The document
supposedly dealt only with potency
above the RDA, thereby implicitly
placing a potency limit on vitamins
and minerals. The proposal was with-
drawn after strong opposition.

Beginning in the late 1970's, FDA
turned from drug potency arguments
to enforcement attempts utilizing the
food additive theory to prohibit the
sale of supplements which bore no
claims. Essentially, the theory was
that any ingredient added to a capsule
or tablet rendered the resulting dietary
supplement a food additive because the
ingredient was added to the capsule or
tablet. Under this theory, FDA could
not lose, as it needed only to furnish an
affidavit from one of its scientists stat-
ing that experts generally did not re-
gard the product as safe. The actual
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safety of the product was never at
issue.

Between 1986 and 1990, the FDA is-
sued four health message documents
for food products. This reflected FDA's
initial policy with respect to the abil-
ity of food manufacturers to make lim-
ited claims about how a nutrient might
prevent certain chronic diseases, such
as fiber and cancer, without rendering
those drug products unapproved drugs.
FDA left a very narrow area for dietary
supplement health messages. The level
of proof required for dietary supple-
ment claims was unrealistic in that the
degree of scientific consensus and clini-
cal data required eliminated almost all
existing supplement claims.

With enactment of the Nutrition La-
beling and Education Act [NLEA] of
1990, Congress directed the FDA to use
the significant scientific agreement
standard when deciding if foods could
make claims about the relationship of
the nutrient to a disease, so-called
health claims. The statute specifically
said that the FDA could recommend a
different standard and approval proce-
dure for supplements.

In December, 1991, FDA proposed
rules implementing the NLEA, but re-
jected all but one claim for supple-
ments—for calcium/osteoporosis in
white and Asian women. Only one
other claim has been approved since
that time, the claim for folic acid and
neural tube defects, and that claim was
only approved after intense public pres-
sure on the FDA.

Twice since 1991, FDA has proposed
that it use the same standard and pro-
cedure for health claims for foods as on
dietary supplements. In 1992, the Con-
gress imposed a 1-year moratorium
barring FDA from implementing the
rule changes for 1 year. In 1993, the
Senate unanimously adopted a second
moratorium, but the House did not act
on that legislation.

The FDA’s policies on dietary supple-
ments have not been sustained in the
courts as well. FDA has asserted to
Congress that in pursuing food additive
allegations against dietary supplement
ingredients, it is simply applying the
current law in a reasonable manner
and restricting its actions to products
that present serious safety concerns.
Two recent Federal judicial decisions,
however, show that, in fact, FDA has
been distorting the law in its actions
to try to prevent the marketing of safe
dietary supplement substances.

The FDA's efforts to ban the safe die-
tary supplement of black currant oil by
asserting that it was an unsafe food ad-
ditive were rejected last year by two
unanimous decisions of two different
three-judge panels in two different U.S.
courts of appeals (United States v. Two
Plastic Drums—Viponte Ltd. Black Cur-
rant Oil—Traco Labs, Inc., 984 F.2d 814
(Tth Cir. 1993), United States v. 29 Car-
tons of—an Article of Food—Oakmont In-
vestment Co., 987 F.2d 33 (1st Cir. 1993).
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In both of these cases, FDA asserted
that black currant oil [BCO] was a food
additive because it was added to gela-
tin capsules. The seventh circuit noted
that “FDA has not shown that BCO is
adulterated or unsafe in any way." The
court described the FDA's effort as an
“Alice in Wonderland' approach. Fur-
ther, the decision by the first circuit
described FDA's approach as nonsen-
sical.

Despite these two setbacks in the
court, the FDA recommended to the
Department of Justice that petitions
be filed to have these cases overturned
in the Supreme Court. The Solicitor
General did not file those petitions.

These examples show how the FDA
has tried to protect the public against
unsafe products for which there is no
evidence that the product is unsafe.
The FDA has also acted to restrict the
information that the public may re-
ceive about dietary supplements. Folic
acid is a clear example as was brought
out at our Labor Committee hearing
last October.

In September 1992, the Public Health
Service issued a recommendation that
all women of child-bearing age have
adequate folic acid to prevent against
birth defects. The Centers for Disease
Control had made a similar rec-
ommendation 1 year before. Despite
these two recommendations, and de-
spite the fact that the FDA partici-
pated in the PHS proceedings leading
up to the announcement, FDA did not
issue a regulation proposing approval
of a health claim for folic acid until
October, 1993, 1 week before the com-
mittee’s hearing on dietary supple-
ments.

Absent approval of a health claim by
the FDA, it was illegal for manufactur-
ers or retailers to advise the public
about the benefits of folic acid, even
though those benefits had been en-
dorsed by the leading Federal public
health agencies.

If that isn’'t significant scientific
agreement, I don't know what is.

What is ironic about this situation,
Mr. President, is that the one element
of today’'s health care deliberations on
which there is unanimous agreement is
the need for preventive health care
measures and efforts to increase health
promotion and disease prevention.

Unfortunately, millions of Americans
do not have healthy diets and their nu-
trition deficit places them at risk. Sen-
ior citizens, pregnant women, infants,
children, dieters, and smokers are espe-
cially vulnerable.

Debate on health care reform in the
103d Congress makes clear that improv-
ing the health status of all Americans
ranks at the top of our national prior-
ities. It is equally clear that good nu-
trition, which clinical research has
shown to limit the incidence of chronic
diseases and reduce health care expend-
itures, should also be an important na-
tional objective. Today, more than 100
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million Americans supplement their
diets through the regular or occasional
use of vitamins, minerals, herbs, amino
acids, or other nutritional substances.
We have all heard from these consum-
ers, and we all know how strongly they
support this legislation.

Let us remember why this legislation
is necessary.

It is not one Senator versus another,
nor Democrat versus Republican, nor
the Senate versus the House.

It is the U.S. Congress versus the
Food and Drug Administration.

It is the majority of the U.S. Senate
versus the continual harassment by
one tiny agency which has constantly
misled the American public through
deliberately false and misleading state-
ments.

It is the 250 Members of the House of
Representatives against mindless Gov-
ernment bureaucracy, against contin-
ual overregulation, against an agency
whose guiding principle has always
been: One way—their way.

Here we are about to enter an un-
precedented consideration of the
Health Security Act, legislation which
attempts to restructure one-seventh of
the American economy in the name of
good health for our citizens.

Here we are saying we want the
American people to be as healthy as
they can. Here we are meeting vir-
tually round-the-clock to make this
our top priority.

And at the same time, we are letting
the FDA stand in the way of 100 mil-
lion consumers’ efforts to make them-
selves more healthy. It doesn’t make
any sense.

If we don’t pass this bill and correct
the situation, we will be parties to that
charge of gridlock our constituents
condemn.

There is no disagreement among us
that consumers must have access to
safe dietary supplements and to infor-
mation about those supplements.

Any concerns that were raised about
this bill, Senator HARKIN and I worked
very hard to address, as I have out-
lined.

But let us not kid ourselves. We are
starting debate on health care reform
this week, and we will not have the op-
portunity for protracted discussion of
the dietary supplement issue.

The Congress has moved a great deal
on this issue since Senator REID and I
introduced the original bill last April.
All of this progress has been made de-
spite the lack of cooperation by the
Food and Drug Administration, an
agency which, in my mind, has lied to
the American public and the Congress.

And let us not forget that FDA has
all the authority in the world to take
bad products off the market; they just
don’t use it.

Critics say that the industry is mis-
leading the public by predicting that
the FDA will make dietary supple-
ments prescription drugs, even though
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the FDA published a proposal soliciting
comments on whether certain amino
acids and herbs should be drugs. That
regulation has never been withdrawn.

If you are talking about false and
misleading statements, Mr. President,
the FDA has a corner on the market.

I draw your attention to our Labor
Committee hearing last October, when
Dr. Kessler and I discussed his agency's
‘“‘Unsubstantiated Claims and Docu-
mented Health Hazards in the Dietary
Supplement Marketplace.”” I think
many of us were astounded to learn of
all the inaccuracies FDA made in the
name of informing the Congress.

The report was so riddled with error,
so flawed, that I think it calls into
question the veracity of the officials
who prepared it—34 of the 528 products
on FDA's list simply don't exist, 142
were assigned to companies that nei-
ther manufactured nor sold the prod-
uct; and 25 products were listed more
than once.

At the hearing, I asked Dr. Kessler to
withdraw the report; he did not.

After the hearing, BILL RICHARDSON,
ELTON GALLEGLY, and I wrote to Sec-
retary Shalala and asked her to with-
draw the report; she did not. She said
that the FDA would respond on my spe-
cific concerns. They sent me a report
signed by a junior official which ad-
dressed none of my concerns.

At the hearing, I gave Dr. Kessler
every opportunity to redeem his agen-
cy’s credibility. I repeatedly asked him
for documentation of his statements,
even though his office had provided me
with all the documentation which they
said existed.

S0, FDA said they would provide it
for the record.

Well, that was October 21, 1993, al-
most 1 year ago. The record has been
printed. Every single copy of the hear-
ing has been snatched up by eager con-
sumers. And still we have received no
documentation. And at least 10 items
that Dr. Kessler promised to follow up
on for the record were never supplied.

Dr. Kessler brought the dog and pony
show of bad products before the com-
mittee. I asked them to leave them so
we could examine them and see what
type of claims FDA thought were a
problem,

Dr. Kessler refused, but said, ““Sen-
ator, we would be happy to make cop-
ies of the labels and give you those.”

That was almost a year ago and we're
still waiting.

Let me tell you what has happened in
those 10 months.

FDA has issued its final regulations,
regulations so flawed that our only re-
course, I believe, is to see them with-
drawn.

And while the bureaucrats were over
in FDA dotting all the i's and crossing
all the t's on these regulations, what
were they doing to discharge their au-
thority under the law to protect con-
sumers from false and misleading
claims?
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What were they doing? Nothing.
Zippo. Zip.

You know how many seizures they
have recommended against dietary
supplement manufacturers since Octo-
ber? Zero.

You know how many prosecutions
they have recommended? Zero.

And how many recalls? Just two.

I guess they were expecting us to
take action against all those little bot-
tles and boxes they brought up to the
hearing, because the FDA sure didn't
have any interest in doing so.

So, I go back to my original premise,
Mr. President.

I have seen the enemy, and it is not
anyone in this Chamber.

We have all worked long and hard.
We have had to make compromises
that none of us would have liked, but
we have done it in the name of good
public policy.

I urge that we move this issue for-
ward and that we continue our efforts
with the House to see a dietary supple-
ment bill enacted as soon as possible.

The PRESIDING OFFICER. Is there
further debate? If not, the question is
on agreeing to the amendment of the
Senator from Utah.

The amendment (No. 2562) was agreed

to.

Mr. DASCHLE. Mr. President, I move
to reconsider the vote by which the
amendment was agreed to.

Mr. HATCH. I move to lay that mo-
tion on the table.

The motion to lay on the table was
agreed to.

The PRESIDING ? OFFICER. The
question is on the engrossment and
third reading of the bill.

The bill was ordered to be engrossed
for a third reading, was read the third
time, and passed, as follows:

S. T84

Be it enacted by the Senate and House of Rep-
resentatives of the United States of America in
Congress assembled,

SECTION 1. SHORT TITLE.

This Act may be cited as the “‘Dietary Sup-
plement Health and Education Act of 1994,
SEC. 2. FINDINGS AND PURPOSE.

(a) FINDINGS.—Congress finds that—

(1) improving the health status of United
States citizens ranks at the top of the na-
tional priorities of the Federal Government;

(2) the importance of nutrition and the
benefits of dietary supplements to health
promotion and disease prevention have been
documented increasingly in scientific stud-
ies;

(3)A) there is a definitive link between the
ingestion of certain nutrients or dietary sup-
plements and the prevention of chronic dis-
eases such as cancer, heart disease, and
osteoporosis; and

(B) clinical research has shown that sev-
eral chronic diseases can be prevented sim-
ply with a healthful diet, such as a diet that
is low in fat, saturated fat, cholesterol, and
sodium, with a high proportion of plant-
based foods;

(4) healthful diets may mitigate the need
for expensive medical procedures, such as
coronary bypass surgery or angioplasty,;

(5) preventive health measures, including
education, good nutrition, and appropriate



August 13, 1994

use of safe nutritional supplements will
limit the incidence of chronic diseases, and
reduce long-term health care expenditures;

(6MA) promotion of good health and
healthy lifestyles improves and extends lives
while reducing health care expenditures; and

(B) reduction in health care expenditures is
of paramount importance to the future of
the country and the economic well-being of
the country;

(T) there is a growing need for emphasis on
the dissemination of information linking nu-
trition and long-term good health;

(8) consumers should be empowered to
make choices about preventive health care
programs based on data from scientific stud-
ies of health benefits related to particular
dietary supplements;

(9(A) national surveys have revealed that
almost 50 percent of the 260,000,000 Ameri-
cans regularly consume dietary supplements
of vitamins, minerals, or herbs as a means of
improving their nutrition; and

(B) nearly all consumers indicate that die-
tary supplements should not be regulated as
drugs;

(10) studies indicate that consumers are
placing increased reliance on the use of non-
traditional health care providers to avoid
the excessive costs of traditional medical
services and to obtain more holistic consid-
eration of their needs;

(11) the United States will spend over
$1,000,000,000,000 on health care in 1994, which
is about 12 percent of the Gross National
Product of the United States, and this
amount and percentage will continue to in-
crease unless significant efforts are under-
taken to reverse the increase;

(12)(A) the nutritional supplement industry
is an integral part of the economy of the
United States;

(B) the industry consistently projects a
positive trade balance; and

(C) the estimated 600 dietary supplement
manufacturers in the United States produce
approximately 4,000 products, with total an-
nual sales of such products alone reaching at
least $4,000,000,000;

(13) although the Federal Government
should take swift action against products
that are unsafe or adulterated, the Federal
Government should not take any actions to
impose regulatory barriers limiting or slow-
ing the flow of safe products and needed in-
formation to consumers;

(14) dietary supplements are safe within a
broad range of intake, and safety problems
with the supplements are relatively rare; and

(15)(A) legislative action that protects the
right of access of consumers to safe dietary
supplements is necessary in order to promote
wellness; and

(B) a rational Federal framework must be
established to supersede the current ad hoc,
patchwork regulatory policy on dietary sup-
plements.

(b) PURPOSE.—It is the purpose of this Act
to—

(1) improve the health status of the people
of the United States and help constrain run-
away health care spending by ensuring that
the Federal Government erects no regu-
latory barriers that impede the ability of
consumers to improve their nutrition
through the free choice of safe dietary sup-
plements;

(2) clarify that—

(A) dietary supplements are not drugs or
food additives;

(B) dietary supplements should not be reg-
ulated as drugs;

(C) regulations relating to food additives
are not applicable to dietary supplements
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and their ingredients used for food additive
purposes, including stabilizers, processing
agents, or preservatives; and

(D) the burden of proof is on the Food and
Drug Administration to prove that a product
is unsafe before it can be removed from the
marketplace;

(3) establish a new definition of a dietary
supplement that differentiates dietary sup-
plements from conventional foods, while rec-
ognizing the broad range of food ingredients
used to supplement the diet;

(4) strengthen the current enforcement au-
thority of the Food and Drug Administration
by providing to the Administration addi-
tional mechanisms to take enforcement ac-
tion against unsafe or fraudulent products;

(5) establish a series of labeling require-
ments that will provide consumers with
greater information and assurance about the
quality and content of dietary supplements,
while at the same time assuring the consum-
ers the freedom to use the supplements of
their choice;

(6) provide new administrative and judicial
review procedures to affected parties if the
Food and Drug Administration takes certain
actions to enforce dietary supplement re-
quirements; and

(7) establish a Commission on Dietary Sup-
plement Labels within the executive branch
to develop recommendations on a procedure
to evaluate health claims for dietary supple-
ments and provide recommendations to the
President and the Congress.

SEC. 3. DEFINITIONS.

(a) DEFINITION OF CERTAIN FooD8 AS DIE-
TARY SUPPLEMENTS.—Section 201 of the Fed-
eral Food, Drug, and Cosmetic Act (21 U.S.C.
321) is amended by adding at the end the fol-
lowing:

‘(ff) The
means—

‘(1) a product intended to supplement the
diet by increasing the total dietary intake
that bears or contains one or more of the fol-
lowing dietary ingredients:

‘“(A) a vitamin;

‘(B) a mineral;

“(C) an herb or other botanical;

‘(D) an amino acid;

‘(E) another dietary substance for use by
man to supplement the diet by increasing
the total dietary intake; or

‘(F) a concentrate, metabolite, constitu-
ent, extract, or combination of any ingredi-
ent described in clause (A), (B), (C), (D). (E)
or (F);

*(2) a product that—

““(A)i) is intended for ingestion in a form
described in section 411(c)(1(B)i); or

“(ii) complies with section 411(e)(1)}(B)(ii);
and

‘(B) is not represented for use as a conven-
tional food or as a sole item of a meal or the
diet; and

**(C) is labeled as a dietary supplement.".

(b) EXCLUSION FROM DEFINITION OF DRUG.—
Section 201(g) of the Federal Food, Drug, and
Cosmetic Act (21 U.S.C. 321(g)) is amended by
adding at the end the following new subpara-
graph:

*(3) The term ‘drug’ does not include a die-
tary supplement as defined in paragraph (ff),
except that—

‘*(A) an article that is approved as a new
drug, certified as an antibiotic (under sec-
tion 356 or 357), or licensed as a biologic
(under section 351 of the Public Health Serv-
ice Act (42 U.S.C. 262 et seq.)) and was, prior
to such approval, certification or license,
marketed as a dietary supplement or as a
food, may continue to be offered for sale as
a dietary supplement unless the Secretary

term ‘dietary supplement’
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has issued a regulation, after notice and
comment, finding that the article when used
as or in a dietary supplement under the con-
ditions of use and dosages set forth in the la-
beling for such dietary supplement, is unlaw-
ful under section 402(f); and

*(B) an article that is approved as a new
drug, certified as an antibiotic (under sec-
tion 3565 or 357), or licensed as a biologic
{under section 351 of the Public Health Serv-
ice Act (42 U.S.C. 262 et seq.)) and was not
prior thereto marketed as a dietary supple-
ment or as a food, may not be considered as
a dietary ingredient or dietary supplement
unless the Secretary has issued a regulation,
after notice and comment, finding that the
article would be lawful under section 402(f)
under the conditions of use and dosages set
forth in the recommended labeling for such
article.”.

(c) ExcLusioN FRoM DEFINITION OF FoobD
ADDITIVE.—Section 201(s) of the Federal
Food, Drug, and Cosmetic Act (21 U.S.C.
321(s)) is amended—

(1) by striking “‘or" at the end of subpara-
graph (4);

(2) by striking the period at the end of sub-
paragraph (5) and inserting *; or'"; and

(3) by adding at the end the following new
subparagraph:

*(6) an ingredient described in paragraph
(ff) in, or intended for use in, a dietary sup-
plement.”.

(d) ForM OF INGESTION.—Section
411(c)(1)(B) of the Federal Food, Drug, and
Cosmetic Act (21 U.8.C. 350(c)(1)B)) is
amended—

(1) in clause (i), by inserting ‘‘powder,
softgel, gelcap,’ after ‘‘capsule,”; and

(2) in clause (ii), by striking ‘‘does not sim-
ulate and".

SEC. 4. BAFETY OF DIETARY SUPPLEMENTS AND
BURDEN OF PROOF ON FDA.

Section 402 of the Federal Food, Drug, and
Cosmetic Act (21 U.S.C. 342) is amended by
adding at the end the following:

‘(D If it is a dietary supplement that—

*(1) the Secretary finds, after rulemaking,
presents a substantial and unreasonable risk
of illness or injury under conditions of use
recommended or suggested in labeling;

“(2) the Secretary declares to pose an im-
minent and substantial hazard to public
health or safety, except that the authority
to make such declaration shall not be dele-
gated and the Secretary shall promptly
thereafter convene rulemaking pursuant to
section T01(e), (f), and (g) to affirm or with-
draw the declaration; or

“(3) is or contains a dietary ingredient
that renders it adulterated under paragraph
(a)(1) under the conditions of use rec-
ommended or suggested in the labeling of
such dietary supplement.

In any proceeding under this section, the
United States bears the burden of proof on
each element to show that a dietary supple-
ment is adulterated.”.

SEC. 5. DIETARY SUPPLEMENT CLAIMS.

(a) SUPPLEMENT CLAIMS.—Chapter IV of the
Federal Food, Drug, and Cosmetic Act (21
U.S.C. 341 et seq.) is amended by inserting
after section 403A the following new section:
“DIETARY SUPPLEMENT LABELING EXEMPTIONS

‘*SEC. 403B. An article, another publica-
tion, a chapter in books, or the official ab-
stract of a peer-reviewed scientific publica-
tion that appears in the article and was pre-
pared by the author or the editors of the pub-
lication, reprinted in its entirety, shall not
be defined as labeling when used in connec-
tion with the sale of dietary supplements to
consumers when it—
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(1) is not false or misleading;

**(2) does not promote a particular brand of
a dietary supplement;

“(3) is displayed or presented, or is dis-
played or presented with other such items on
the same subject matter, so as to present a
balanced view of the available scientific in-
formation on a dietary supplement; and

‘'(4) if displayed in an establishment, is
physically separate from the dietary supple-
ments.

This section shall not apply to or restrict a
retailer or wholesaler of dietary supplements
in any way whatsoever in the sale of books
or other publications as a part of the busi-
ness of such retailer or wholesaler. In any
proceeding under this section, the burden of
proof shall be on the United States to estab-
lish that an article or other such matter is
false or misleading.”.

SEC. 8. STATEMENTS OF NUTRITIONAL SUPPORT.

Section 403(r)(1) of the Federal Food, Drug,
and Cosmetic Act (21 U.S.C. 343(r)(1)) is
amended by adding the following new sen-
tence at the end: ‘‘For purposes of this sub-
paragraph, a statement for a dietary supple-
ment shall not be considered a claim of the
relationship of a nutrient or dietary ingredi-
ent to a disease or health-related condition if
the statement does not claim to diagnose,
prevent, mitigate, treat, or cure a specific
disease or class of diseases. A statement for
a dietary supplement may be made if the
statement claims a benefit related to a clas-
sical nutrient deficiency disease and dis-
closes the prevalence of such disease in the
United States, describes the role of a nutri-
ent or dietary ingredient intended to affect
the structure or function in humans, charac-
terizes the documented mechanism by which
a nutrient or dietary ingredient acts to
maintain such structure or function, or de-
scribes general well-being from consumption
of a nutrient or dietary ingredient.”.

SEC. 7. CONFORMING AMENDMENTS.

(a) SECTION 201.—The next to the last sen-
tence of section 201(g)(1) of the Federal Food,
Drug, and Cosmetic Act (21 U.S.C. 321(gX1))
{as amended by section 3(b)) is amended to
read as follows: “A food or dietary supple-
ment for which a claim, subject to section
403(r)(1)(B) and 403(r)(3) or section 403(r)(1)(B)
and 403(r)(5)(D), is made in accordance with
the requirements of section 403(r) is not a
drug solely because the label or the labeling
contains such a claim. A food, dietary ingre-
dient, or dietary supplement for which a
truthful and nonmisleading statement is
made in accordance with section 403(r)(1) is
not a drug solely because the label or the la-
beling contains such a statement.”.

(b) SECTION 403.—Section 403 (21 U.S.C. 343)
is amended by adding at the end the follow-
ng:

“A dietary supplement shall not be deemed
misbranded solely because its label or label-
ing contains directions or conditions of use
or warnings.''.

SEC. 8. ADMINISTRATIVE AND JUDICIAL REVIEW.

The Federal Food, Drug, and Cosmetic Act
is amended by adding at the end of chapter
III (21 U.S.C. 331 et seq.) the following new
section:

“SEC. 311. WARNING LETTERS.

“‘Any warning letter or similar written
threat of enforcement under the Federal
Food, Drug, and Cosmetic Act constitutes
final agency action for the purpose of obtain-
ing judicial review under chapter 7 of title 5,
United States Code, if the matter with re-
spect to such letter or threat is not resolved
within 60 days from the date such letter or
threat is delivered to any person subject to
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this Act. In any proceeding for judicial re-
view of a warning letter or similar written
threat of enforcement under the Act, the
United States bears the burden of proof on
each element of each alleged violation of law
described.”.

SEC. 9. WITHDRAWAL OF THE REGULATIONS AND

NOTICE.

(a) IN GENERAL.—The advance notice of
proposed rulemaking concerning dietary sup-
plements published in the Federal Register
of June 18, 1993 (58 FR 33690-33700), the no-
tices of proposed rulemaking concerning nu-
trition labeling for dietary supplements and
nutrient content claims for dietary supple-
ments published in the Federal Register of
June 18, 1993 (58 FR 33715-33731 and 58 FR
33731-33751), and the final rules and notices
published in the Federal Register of January
4, 1994 concerning nutrition labeling for die-
tary supplements and nutrient content
claims for dietary supplements (59 FR 354-378
and 378-395) are null and void and of no force
or effect insofar as they apply to dietary sup-
plements. Final regulations and notices pub-
lished in the Federal Register of January 4,
1994 concerning health claims for dietary
supplements under the Nutrition Labeling
and Education Act of 1990 (59 FR 395-426)
shall not be affected by this section and shall
remain in effect until 120 days after the date
of the submission of the final report of the
Commission established under section 11 to
the President and to Congress, or 28 months
after the date of enactment of this Act,
whichever is earlier.

(b) NoTICE OF REVOCATION.—The Secretary
of Health and Human Services shall publish
notices in the Federal Register to revoke all
of the items declared to be null and void and
of no force or effect under subsection (a).

(c) ISSUANCE OF REGULATIONS.—Notwith-
standing any provision of the Nutrition La-
beling and Education Act of 1990—

(1) no regulation is required to be issued
pursuant to such Act with respect to dietary
supplements of vitamins, minerals, herbs,
amino acids, or other similar nutritional
substances; and

(2) no regulation that is issued in whole or
in part pursuant to such Act shall have any
force or effect with respect to any dietary
supplement of vitamins, minerals, herbs,
amino acids, or other similar nutritional
substances unless such regulation is issued
pursuant to rulemaking proceedings that are
initiated by an advance notice of proposed
rulemaking that is published no earlier than
2 years after the date of enactment of this
Act, and followed by, at least, a notice of
proposed rulemaking prior to issuance of the
final regulation, except insofar as the regu-
lation authorizes the use of labeling about
calcium, folic acid, or other matters and
does not prohibit the use of any labeling.
SEC. 10. DIETARY SUPPLEMENT INGREDIENT LA-

BELING AND NUTRITION INFORMA-
TION LABELING.

(a) MISBRANDED SUPPLEMENTS.—Section 403
of the Federal Food, Drug, and Cosmetic Act
(21 U.S.C. 343) is amended by adding at the
end the following new paragraph:

*(s) If—

‘1) it is a dietary supplement; and

*(2)(A) the label or labeling of the supple-
ment fails to list—

(i) the name of each ingredient of the sup-
plement that is described in section 201(ff);
and

“(ii}I) the quantity of each such ingredi-
ent; or

“(II) with respect to a proprietary blend of
such ingredients, the total quantity of all in-
gredients in the blend;
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‘(B) the label or labeling of the dietary
supplement fails to identify the product by
using the term ‘dietary supplement’', which
term may be modified with the name of such
an ingredient;

*(C) the supplement contains an ingredient
described in section 201(ff) (1}C), and the
label or labeling of the supplement fails to
identify any part of the plant from which the
ingredient is derived;

‘(D) the supplement—

**(i) is covered by the specifications of an
official compendium;

*(ii) is represented as conforming to the
specifications of an official compendium; and

“(iii) fails to so conform; or

“(E) the supplement—

*(i) is not covered by the specifications of
an official compendium; and

‘“(iiXI) fails to have the identity and
strength that the supplement is represented
to have; or

‘Y(II) fails to meet the quality (including
tablet or capsule disintegration), purity, or
compositional specifications, based on wvali-
dated assay or other appropriate methods,
that the supplement is represented to
meet.".

(b) SUPPLEMENT LISTING ON NUTRITION LaA-
BELING.—Section 403(q)(1) of the Federal
Food, Drug, and Cosmetic Act (21 U.S.C.
343(q)(1)) is amended by adding at the end the
following: ““A dietary supplement may bear
on the nutrition label or in labeling a listing
and quantity of ingredients that have not
been deemed essential nutrients by the Sec-
retary if such ingredients are prominently
identified as not having been shown to be es-
sential or not having an established daily
value.”.

(c) DIETARY SUPPLEMENT LABELING EXEMP-
TIONS.—Section 403(q)(5) of the Federal Food,
Drug, and Cosmetic Act (21 U.S.C. 343(qX5))
is amended by adding at the end the follow-
ing new clause:

“(H) The labels of dietary supplements
shall not be required to bear the nutrition
information under subparagraph (1), but
shall be required to list immediately above
the ingredient listing the amount of nutri-
ents required by the Secretary to be listed
pursuant to clause (C), (D) or (E) of subpara-
graph (1) or clause (A) of subparagraph (2)
that are present in significant amounts in
the supplement.”.

(d) VITAMINS AND MINERALS.—Section
411(b)(2) of the Federal Food, Drug, and Cos-
metic Act (21 U.S.C. 350(b)(2)) is amended—

(1) by striking ‘‘vitamins and minerals"
and inserting ‘‘dietary supplement ingredi-
ents described in section 201(ff)";

(2) by striking “(2)}(A)" and inserting ‘‘(2)";
and

(3) by striking subparagraph (B).

SEC. 11. COMMISSION ON DIETARY SUPPLEMENT
LABELS,

(a) ESTABLISHMENT.—There shall be estab-
lished as an independent agency within the
executive branch a commission to be known
as the Commission on Dietary Supplement
Labels (hereafter in this section referred to
as the “Commission').

(b) MEMBERSHIP.—

(1) CoMPOSITION.—The Commission shall be
composed of 7 members who shall be ap-
pointed by the President.

(2) EXPERTISE REQUIREMENT.—The members
of the Commission shall consist of individ-
uals with expertise and experience in dietary
supplements and in the manufacture, regula-
tion, distribution, and use of such supple-
ments. At least three of the members of the
Commission shall be qualified by scientific
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training and experience to evaluate the ben-
efits to health of the use of dietary supple-
ments and one of such three members shall
have experience in pharmacognosy, medical
botany, traditional herbal medicine, or other
related sciences. No member of the Commis-
sion shall be biased against dietary supple-
ments.

(c) FUNCTIONS OF THE CoOMMISSION.—The
Commission shall conduct a study on, and
provide recommendations for, the regulation
of label claims for dietary supplements, in-
cluding procedures for the evaluation of such
claims. In making such recommendations,
the Commission shall evaluate how best to
provide truthful and nonmisleading informa-
tion to consumers so that such consumers
may make informed health care choices for
themselves and their families.

(d) REPORTS AND RECOMMENDATIONS.—

(1) FINAL REPORT REQUIRED.—Not later
than 24 months after the date of enactment
of this Act, the Commission shall prepare
and submit to the President and to the Con-
gress a final report on the study required by
this section.

(2) RECOMMENDATIONS.—The report de-
scribed in paragraph (1) shall contain such
recommendations, including recommenda-
tions for legislation, as the Commission
deems appropriate.

(e) ADMINISTRATIVE POWERS OF THE CoOM-
MISSION.—

(1) HEARINGS,—The Commission may hold
hearings, sit and act at such times and
places, take such testimony, and receive
such evidence as the Commission considers
advisable to carry out the purposes of this
section.

(2) INFORMATION FROM FEDERAL AGENCIES.—
The Commission may secure directly from
any Federal department or agency such in-
formation as the Commission considers nec-
essary to carry out the provisions of this sec-
tion.

(3) AUTHORIZATION OF APPROPRIATIONS.—
There are authorized to be appropriated such
sums as may be necessary to carry out the
provisions of this section.

SEC. 12. GOOD MANUFACTURING PRACTICES.

Section 402 of the Federal Food, Drug, and
Cosmetic Act (21 U.S.C. 342) (as amended by
section 4) is further amended by adding at
the end the following:

“(g)(1) If it is a dietary supplement and it
has been prepared, packed, or held under
conditions that do not meet current good
manufacturing practice regulations issued
by the Secretary under subparagraph (2).

*(2) The Secretary may by regulation pre-
scribe good manufacturing practices for die-
tary supplements. Such regulations shall be
modeled after current good manufacturing
practice regulations for food and may not
impose standards for which there is no cur-
rent and generally available analytical
methodology. No standard of current good
manufacturing practice may be imposed un-
less such standard is included in a regulation
promulgated after notice and opportunity for
comment in accordance with the Adminis-
trative Procedure Act.".

SEC. 13. OFFICE OF DIETARY SUPPLEMENTS.

(a) IN GENERAL.—Title IV of the Public
Health Service Act is amended by inserting
after section 486 (42 U.S.C. 287¢-3) the follow-
ing:

“*Subpart 4—Office of Dietary Supplements
“SEC. 4B6E. DIETARY SUPPLEMENTS.

“(a) ESTABLISHMENT.—The Secretary shall
establish an Office of Dietary Supplements
within the National Institutes of Health.

*(b) PURPOSE.—The purposes of the Office
are—
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(1) to explore more fully the potential
role of dietary supplements as a significant
part of the efforts of the United States to
improve health care; and

“(2) to promote scientific study of the ben-
efits of dietary supplements in maintaining
health and preventing chronic disease and
other health-related conditions.

“(c) DuTiEs.—The Director of the Office of
Dietary Supplements shall—

“(1) conduct and coordinate scientific re-
search within the National Institutes of
Health relating to dietary supplements and
the extent to which the use of dietary sup-
plements can limit or reduce the risk of dis-
eases such as heart disease, cancer, birth de-
fects, osteoporosis, cataracts, or prostatism;

“(2) collect and compile the results of sci-
entific research relating to dietary supple-
ments, including scientific data from foreign
sources or the Office of Alternative Medical
Practice;

“(3) serve as the principal advisor to the
Secretary and to the Assistant Secretary for
Health, and to provide advice to the Director
of the National Institutes of Health, the Di-
rector of the Centers for Disease Control and
Prevention, and the Commissioner of Food
and Drugs, on issues relating to dietary sup-
plements including—

““(A) dietary intake regulations;

**(B) the safety of dietary supplements;

**(C) claims characterizing the relationship
between—

‘(i) dietary supplements; and

**(iixI) prevention of disease or other
health-related conditions; and

“(II) maintenance of health; and

‘(D) scientific issues arising in connection
with the labeling and composition of dietary
supplements;

‘(4) compile a database of scientific re-
search on dietary supplements and individ-
ual nutrients; and

*(5) coordinate funding relating to dietary
supplements for the National Institutes of
Health.

‘(d) DEFINITION.—As used in this section,
the term ‘dietary supplement’ has the mean-
ing given the term in section 201(ff) of the
Federal Food, Drug, and Cosmetic Act (21
U.S.C. 321(fD).

‘*(¢) AUTHORIZATION OF APPROPRIATIONS.—
There are authorized to be appropriated to
carry out this section $5,000,000 for fiscal
year 1994 and such sums as may be necessary
for each subsequent fiscal year.".

(b) CONFORMING AMENDMENT.—Section
401(b)(2) of the Public Health Service Act (42
U.8.C. 281(b)(2)) is amended by adding at the
end the following:

‘“(E) The Office of Dietary Supplements.”.

Mr. DASCHLE. Mr. President, I move
to reconsider the vote by which the
bill, as amended, was passed.

Mr. HATCH. I move to lay that mo-
tion on the table.

The motion to lay on the table was
agreed to.

SENATE LEGAL COUNSEL TO
APPEAR AS AMICUS CURIAE

Mr. DASCHLE. Mr. President, I ask
unanimous consent that the Senate
proceed to the consideration of Senate
Resolution 248, a resolution submitted
earlier today by Senators MITCHELL
and DOLE; that the resolution and the
preamble be agreed to; that the mo-
tions to reconsider be laid on the table,
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en bloe; and that any statements there-
on appear in the RECORD at the appro-
priate place as though read.

The PRESIDING OFFICER. Without
objection, it is so ordered.

Mr. MITCHELL. Mr. President, Sen-
ator DAVE DURENBERGER's appeal from
the denial of motions to dismiss his in-
dictment is pending in the U.S. Court
of Appeals for the District of Columbia
Circuit. The indictment alleges that
Senator DURENBERGER submitted false
claims to the Senate in regarding reim-
bursement for lodging in a Minneapolis
condominium.

Senator DURENBERGER moved to dis-
miss the indictment, asserting that
Senate rules underlying the indictment
cannot be the subject of an adjudica-
tion in court and that a statute govern-
ing payment of Senator vouchers bars
the prosecution. The district court de-
nied the motions, and Senator DUREN-
BERGER has taken an appeal.

The Government has moved to dis-
miss Senator DURENBERGER’s appeal or,
in the alternative, moved for summary
affirmance of the district court's or-
ders. Either action, on the basis of mo-
tion papers alone, may have the effect
of limiting Senator DURENBERGER'S op-
portunity to present the points of his
appeal as fully as he believes is war-
ranted, and is a form of consideration
that the court utilizes sparingly, usu-
ally in clear-cut cases.

The Federal courts of appeals have
historically given full consideration to
claims in appeals by Members of Con-
gress that civil or criminal prosecu-
tions conflict with the constitutional
separation of powers, including in a
civil appeal the D.C. Circuit decided
last month involving a Member of the
other body. The Senate shares an inter-
est with Senator DURENBERGER in the
thorough consideration by the courts
of appeals of cases presenting questions
under the separation of powers.

This resolution would authorize the

Senate Legal Counsel to file a memo-
randum as amicus curiae on the Sen-
ate's behalf solely in support of Sen-
ator DURENBERGER's receiving a full
opportunity to brief and argue his ap-
peal.
Senators may recall that the Senate
appeared as an amicus curiae once be-
fore in this proceeding to support a
claim that Senator DURENBERGER was
making under the speech or debate
clause. Senator DURENBERGER's initial
indictment was dismissed because of
speech or debate violations. Those
problems have been cured in the
present case.

In the present filing, the Senate
would take no position on the merits of
any of Senator DURENBERGER'S claims
or defenses, but only on his oppor-
tunity to be heard.

The resolution (8. Res.
agreed to.

The preamble was agreed to.

The resolution, with its preamble, is
as follows:

248) was
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S. RES. 248

Whereas, in the case of United States v.
Durenberger, No. 94-3105, pending an appeal in
the United States Court of Appeals for the
District of Columbia, the powers and respon-
sibilities of Congress and the relationship
among the branches of government have
been placed in issue;

Whereas, pursuant to sections 703(c), 706(a),
and 713(a) of the Ethics in Government Act
of 1978, 2 U.S.C. 288b(c), 288e(a), and 288i(a)
(1988), the Senate may direct its Counsel to
appear as amicus curiae in the name of the
Senate in any legal action which places in
issue the powers and responsibilities of Con-
gress under the Constitution: Now, therefore,
be it

Resolved, That the Senate Legal Counsel is
directed to appear as amicus curiae in the
name of the Senate in United States v. Duren-
berger, for the limited purpose of requesting
the Court to give plenary consideration to
the contentions of the United States and
Senator Durenberger in regard to the separa-
tion of powers questions presented by the ap-
peal.

HEALTH SECURITY ACT

The Senate continued with the con-
sideration of the bill.

Mr. HATCH. Mr. President, I enjoyed
listening to all of the Senators who
spoke on health care today. As the
President knows, I have taken a great
interest in this matter through the 18
years that I have been in the U.S. Sen-
ate. I look forward to somehow or
other crafting a health care bill that
all of us can, or at least the vast ma-
jority of us, can join in.

The last thing on Earth I want to see
is a health care bill that passes that
only has 50 or 51 people in support of it.
So all of us have to keep open minds,
look for what we can and do what we
can to try to bring about health care
that will be beneficial for all Ameri-
cans.

I was interested in the comments of
the distinguished Senator from Arkan-
sas and in the comments of the distin-
guished Senator from Florida that
there were 17 new taxes in this bill. Ac-
tually, the Senator from Florida
misspoke. There are not just 17, there
are 18 new taxes in the Mitchell bill.

I am concerned about that. I have a
rough time seeing how people in Amer-
ica are going to want to have to put up
with 18 more new taxes.

I ask unanimous consent that a list-
ing of these 18 taxes be printed in the
RECORD.

There being no objection, the mate-
rial was ordered to be printed in the
RECORD, as follows:

THE 18 NEW TAXES IN THE CLINTON-MITCHELL
BILL
(Prepared by the office of Senator Judd
Gregg)

1. Standard health plans will be subjected
to a risk adjustment assessment by a State
organization using a methodology developed
by the Secretary of HHS. This tax will be
levied on large, experience-rated employers

as well as community-rated plans. (Sec.
1504.)
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2. States may impose a premium assess-
ment on the insurance plans offered in the
State of up to one percent of the total pre-
miums collected, to cover administrative
costs incurred by the State. (Sec. 6007.)

3. A series of tobacco taxes will be phased
in, including a 45-cent per pack tax. (Secs.
T7101-7103.)

4. A 1.75 percent tax will be paid by the
self-insured, issuers of insurance plans, and
individuals providing health insurance ad-
ministrative services on the amounts re-
ceived as premium and administration pay-
ments. (Sec. T111.)

5. A premium cap is set in the form of a 25
percent excise tax that will be levied on the
excess premiums of high-cost/high-growth
health plans. (Sec. T112.)

6. A ‘“‘recapture” tax will raise Medicare
Part B premiums for individuals whose in-
come is above the threshold of $80,000, or
$100,000 for a couple. An even higher tax is
charged for those income exceeds the thresh-
old be $15,000 single/$30,000 joint. (Sec. T121.)

7. A 10,000% excise will be charged on some
type of ammunition. (Sec. T131.)

8. There is a 2.9 percent tax increase on
certain S corporation shareholders and part-
ners. (Sec. 7132.)

9. A 2.9 percent Medicare Hospital Insur-
ance Trust Fund tax will be imposed on all
State and local employees, (Sec. T133.)

10. Any benefits richer than those included
in the standard benefits package that an em-
ployer provides will be included in an em-
ployee's income and will be taxed as ‘“‘non-
permitted’ benefits. (Sec. 7201.)

11. Any benefits provided through a ‘‘cafe-
teria plan” or flexible benefit account will be
included as part of an employee's income
earnings and will be taxed. (Sec. T202.)

12. The deductibility of payments for
health insurance costs will be limited. (Sec.
7204).

13. A 35 percent tax will be assessed against
the aggregate employer contribution for any
insurance plan that do not conform to the
standard benefit package, that vary in the
amount of employer-provided contribution,
or that discriminate under health status re-
quirements. (Sec. 7211.)

14, The rules for tax-exempt status as a
health care organization are restricted. (Sec.
7301, T303-7304.)

15. A 25 percent excise tax is imposed upon
beneficiaries of private inurement by tax-ex-
empt health care organizations. Additional
taxes will be levied against the management
of such organizations, as well as bene-
ficiaries under specific circumstances. (Sec.
7302).

16. Special tax rules that were applied to
Blue Cross/Blue Shield are repealed. (Sec.
7305.)

17. Tax penalties are increased on incorrect
information returns that are filed on non-
employees. (Sec. 7502.)

18. Post-retirement deductions on medical
and life insurance are limited. (Sec. 7521.)

Mr. HATCH. Mr. President, today
marks what would have been the first
day of recess, but I am glad to be here.
I am glad to be here, because health
care reform should rank at the top of
our legislative agenda. It must be a pri-
ority.

The only problem I have with being
in session today is that I was not able
to return to Utah and listen to the peo-
ple there, whose valuable input is so es-
sential to the success of our legislative
process.

And never was such input more cru-
cial.
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One thing I can tell you about the
people of Utah is that they are a smart
bunch. They are not being fooled by
the rhetoric of the Clinton-Mitchell-
Gephardt health plans, plans which
will ultimately provide the Govern-
ment with total control over the great-
est health care system there has ever
been.

Utahns understand the fact that
when they say “Free health care for
all,” it really means ‘“‘Poor quality
health care for all.” And that is poor
quality health care for all, paid for by
large burdensome taxes on the hardest
working Americans, the middle class.

Utahns also know the term ‘‘em-
ployer mandate’ is only a fancy smoke
screen for a very large payroll tax and
that payroll taxes by any name mean
fewer jobs.

Utahns define the phrase ‘‘shared re-
sponsibility’’ to mean the middle class
pays more for their health care while
receiving less. This is how the adminis-
tration and my colleagues from the
other side of the aisle would like to re-
ward those who pay their fair share.

The people of Utah are not falling for
the attractively packaged bomb of bur-
dens known as the Clinton-Mitchell
Health Security Act, and neither is the
rest of America.

They did not fall for version one.

They did not fall for version two.

And they will not fall for version
three which we just received today.

As you can see, these versions are not
little versions. This is big stuff. And it
is going to affect every American citi-
zen for decades to come if we do not do
it right.

Utahns see the Mitchell bill for what
it is: a surefire way to dismantle our
health care infrastructure and place
the costs of renovation on the Amer-
ican people.

I was interested in the comments of
the distinguished Senator from Arkan-
sas saying there are not that many new
bureaucracies being created. When we
have had plans this big, no matter
what they have been in the history of
the U.S. Senate, tell me when it has
not involved a tremendous expansion of
bureaucracy. If anybody believes that
it does not, then I have a number of
things I would like to sell to you, be-
cause you sure are a sucker.

That is all I can say about it.

What is so bad about the Health Se-
curity Act? A lot.

Today, however, I want to con-
centrate my remarks on two of its
most devastating provisions.

The first problem is that the bill
promises things it cannot possibly de-
liver. Let us look at its impact on the
elderly.

Architects of the Health Security
Act promise senior citizens the peace
of mind that improved access to long-
term care and home-and-community-
based services belong. No one can dis-
pute the need for that.
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But at what price?

When advocates of the Mitchell plan
tout its improved benefits for senior
citizens, they neglect to read the fine
print.

The Mitchell bill is funded through
incredible cuts in the Medicare Pro-
gram, cuts which I predict will jeopard-
ize the whole future of Medicare in this
country.

Congressional Budget Office calcula-
tions indicate that Medicare cuts in
the Mitchell bill between now and 2004
total $198.8 billion. How on Earth can
Medicare absorb cuts like that and still
be viable, and keep up the high quality
of work and medical care and treat-
ment that the elderly have come to ex-
pect in this country? There is no way
they can.

How can doctors absorb $10 billion in
payment reductions and still agree to
participate in Medicare? We are al-
ready having substantial problems in
Utah with physicians who do not want
to participate in Medicare because of
its low payment rates. This bill will
drive physicians out of the Medicare
Program.

And it is not just Utah; it is every-
where in the country.

How can hospitals and nursing homes
absorb $97.2 billion in cuts and still re-
main open?

How can clinical labs and patients
who use their services absorb $21.2 bil-
lion in cuts? How can the home health
program—one that I helped to bring
into existence, worked hard to get it
into existence, and which means so
much to people whose lives are coming
to an end-and for families who have to
watch over them but have to work and
need somebody to care for them. How
can home health care programs see
costs cut $63.9 billion and still remain
viable? The answer is simple. They can-
not. I have a problem with provisions
in any bill which cut too deeply into
Medicare. How the Mitchell bill jeop-
ardizes Medicare is one of the hidden
stories in this debate, and we ought to
get it in the open right now.

Indeed, at the same time we are cut-
ting Medicare, we are offering our citi-
zens a new entitlement: prescription
drug coverage. This, too, is a heartless
hoax which victimizes the elderly. The
drug benefit promised by the Mitchell
plan would cost almost $100 billion in
its first 6 years of operation, from fis-
cal years 1999 to year 2004.

What are we getting for our money?
Not what you think. Fifty-five percent
of the elderly now have prescription
drug coverage. The deductible for retir-
ees is typically $100 or less. Contrast
that with the Mitchell bill. Estimates
indicate that it would cover only a
fraction of Medicare beneficiaries, 35 to
42 percent, with a deductible of about
$650 and a new cost of $100 billion. What
a deal.

Mr. President, nothing is #s certain
as death and taxes. This bill proves
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that point: cuts that surely mean the
death of a Medicare program, and taxes
the public would not believe. The Clin-
ton-Mitchell health care bill contains
at least 18 outright tax increases. Most
of these are hidden taxes on the middle
class that will sneak up on taxpayers
like thieves in the night.

CBO numbers show that in the next
decade the bill would raise taxes by a
net amount of over a quarter of a tril-
lion dollars. This means that every
family of five in Utah will pay more
than $5,100 in additional taxes because
of this bill.

One of the examples of the hidden tax
is the 1.756-percent levy on all insurance
premiums. This tax will raise 375 bil-
lion over the next decade and will be
paid, directly or indirectly, by almost
everyone. Individuals who buy their
own insurance, or who share the cost of
health insurance premiums with their
employer, will pay the tax directly.

In the case of employer-provided in-
surance, the tax on premiums will be
passed on to employees in the form of
lower wages, reductions in benefits or
lost jobs.

It is ironic that a bill designed to
keep the costs of health care down
should immediately raise those costs
by assessing a tax on health care insur-
ance premiams.

Another stealth tax in the Clinton-
Mitchell bill is the complicated 25 per-
cent tax on health insurance plans
whose premiums grow faster than a
targeted growth rate. This tax, esti-
mated to raise over $70 billion, would
apply to virtually all health plans, ac-
cording to the CBO.

Although this tax is a barely dis-
guised method of price control, it is ob-
vious already that it will never work.
If it were an effective way of holding
down premium costs, it would not raise
much, if any, revenue.

I was shocked to learn that analysts
have forecast that the Mitchell bill
will cost Utah businesses $547.6 million
a year starting in the year 2002, the
year that the employer mandate would
be triggered. That says it all.

Mr. President, I am not here to op-
pose health care reform. As I said, I be-
lieve we ought to work together to try
and come up with a workable solution.
I am here to oppose a version of health
care reform that will doom the great-
est health care system in the world
and, at the same time, suck America’s
economy right down the drain.

I believe health care reform is pos-
sible.

I believe health care reform is desir-
able.

I believe health care reform is nec-
essary.

But not reform like this.

The architects of the Clinton bill,
however it is packaged, should get
back to the drawing board and maybe
sit down with some of us and work this
out, for surely this house of cards is
going to tumble.
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I am very concerned about it, be-
cause I have seen through the years
how difficult it is to get small, but ef-
fective, health care bills through, from
home health care to drug price com-
petition, patent term restoration, to
the orphan drug bill, to S. 784, the die-
tary supplement bill. It takes an inor-
dinate amount of work to get these
bills through, and they are part and
parcel of the health care program. I
can name dozens and dozens of others
that I have helped pass or worked on to
get through.

I am the only Senator on all three
committees involved in the health care
debate. The Finance Committee which
my dear friend from Arkansas and my
dear friend from West Virginia and
dear friend from South Dakota are all
on, and the Labor and Human Re-
sources Committee which has worked
long and hard and, I felt, came up with
a horrendous bill which is now part of
the Mitchell bill; and, of course, the
Judiciary Committee, all three of
which have a lot to do with health
care.

The Judiciary Committee is really
concerned about medical liability is-
sues, about antifraud issues, about
ERISA issues. The Finance Committee
is worried about almost everything in-
volving taxes, money, and things in-
volving Medicare, Medicaid, Social Se-
curity, ERISA, and so forth. The Labor
and Human Resources Committee has
almost all the public health issues.

Frankly, I am very concerned about
what we are doing. But I really believe
that this bill would be an absolute al-
batross around the necks of everybody
in America, if we pass it in its current
form. Nobody believes we are going to
do that. And I want to pay tribute to
everybody who is working hard and
trying to come up with something that
might really work well.

I will not talk any longer today on
this, but I wanted to make some of
these points, because I am very con-
cerned that we are leading America
down a path that is going to be almost
impossible to get out of once we start
down it. If we do it the wrong way, we
are all going to be sorry about it. Of
course, we will probably be dead and
gone while our children are saddled
with this albatross the rest of their
lives.

RECESS UNTIL MONDAY, AUGUST
15, 1994, AT 10 A.M.

Mr. HATCH. Mr. President, If there is
no further business to come before the
Senate today, and I see no other Sen-
ator seeking recognition, I now ask
unanimous consent that the Senate
stand in recess as previously ordered.

There being no objection, the Senate,
at 5:07 p.m., recessed until Monday, Au-
gust 15, 1994, at 10 a.m.
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